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Erratum 


Owing to an oversight the folios 175 to 295 inclusive have 


been duplicated. The duplicate folios are distinguished by 
the addition of the letter A. 
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An Abstract of the Proceedings 


OF THE 


Association of 
Life Insurance Medical Directors 


of America. 


SEVENTEENTH ANNUAL MEETING. 


The Seventeenth Annual meeting of the Associa- 
tion of Life Insurance Medical Directors of America 
was held at the New York Academy of Medicine on 
October 24 and 25, 1906, President John W. Fisher 
in the chair. 

The following members were present at some time 
during the sessions : 

Charles D. Alton, Henry A. Baker, William R. 
Bross, Frank W. Chapin, Thomas C. Craig, Henry 
Colt, Clark W. Davis, Charles A. Devendorf, Z. Tay- 
lor Emery, John W. Fisher, E. L. Fisk, F. L. M. Gras- 
sett, Edward H. Hamill, A. S. Knight, Wm. W. 
Knight, Joseph Kucher, W. H. King, R. L. Louns- 
berry, Elias J. Marsh, Wm. D. Morgan, John P. Munn, 
H. A. Pardee, Arthur Pell, Wm. Evelyn Porter, Oscar 
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H. Rogers, Edward K. Root, James F. W. Ross, 
Wyeth E. Ray, Brandreth Symonds, H. Cabell Tabb, 
James D. Thorburn, S. Oakley Van der Poel, Frank 
Wells, George Wilkins, Thomas H. Willard, C. H. 
Willetts, Algernon Woolverton, Albert Wood, Frank 
S. Grant. Total, 39. 

The roll-call showed twenty-nine members present, 
a quorum. 

The following candidates were recommended by 
the Executive Committee for election to membership: 

Dr. Julius C. Bierwirth, Assistant Medical Director, 
Home Life. . 

Dr. Francis D. Merchant, Assistant Medical Direc- 
tor, the Mutual Life of New York. 

Dr. Faneuil S. Weisse, Medical Inspector, Mutual 
Life of New York. 

Moved by Dr. Morgan that the Secretary cast a 
ballot for the above candidates. Carried. The Sec- 
retary did, and they were declared elected. 

The minutes of the preceding meeting and of the 
intervening meetings of the Executive Committee 
were read and approved as read. 

The President then delivered his annual address. 

Balloting for nominations was then begun. Dr. 
Fisher having served two terms as President, was 
declared ineligible for the Presidency. Dr. Rogers 
having served two terms as Vice-President was de- 
clared ineligible for the Vice-Presidency. 

Moved by Dr. Frank Wells that the following 
amendment to Article XII, which was proposed 
at the Sixteenth Annual meeting, be adopted. 
Carried. ‘‘To amend Article XII of the Constitu- 
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tion so as to read ‘an annual assessment of 
$5.00.' ”’ 

The following obituary of Dr. Edward W. Lambert 
was read and the accompanying resolutions were 
adopted on motion of Dr. Symonds : 


Edward Wilberforce Lambert was born at Boston, Massa- 
chusetts, on February 15, 1831. He was the youngest son 
of William Gage Lambert and Sarah (Perley) Lambert. His 
forbears on both sides were members of old New England 
(Massachusetts) stock, who had emigrated from England dur- 
ing the period of the original planting of the colonies (1639). 
His grandfather Lambert had served in the later years of the 
Revolution and his great-grandfather Perley had commanded 
a company of militia in that war. 

Dr. Lambert was educated at the Boston Latin School and 
at Yale College, from which institution he took his Bachelor’s 
degree in Arts in 1854, and his Master’s degree in 1857. He 
graduated in medicine from the College of Physicians and 
Surgeons in New York (Columbia University) in 1857. After 
completing an interneship in Bellevue Hospital he began the 
practice of medicine in New York City in the fall of 1858. He 
began his career as an examiner in life insurance in 1859 in 
connection with the Equitable Life Assurance Society, and 
was connected with that company from its very beginning 
until his death in1g04. During the early years of that service 
he was occupied also in the arduous duties of public hospital 
attendance and h> did not give up an active private practice 
until nearly sixty years of age. Dr. Lambert held for consid- 
erable periods of time the position of Attending Physician 
both to the Nursery and Child’s Hospital and to the St. Luke’s 
Hospital. 

Dr. Lambert married Martha Melcher Waldron in 1858 and 
eight of their ten children survive him. 

Dr. Lambert’s father was the first of his family to abandon 
the farming life of New England and to move to the city, 
where he was a factor among the dry goods merchants, first in 
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Boston and later in New York. Of the eight male descend- 
ants in two generations of Wm. G. Lambert, however, five 
have been physicians. This large proportion of doctors of 
medicine in one family is due directly to inheritance from the 
peculiarly fitted gifts for this profession and to the living ex- 
ample of that able and keen practitioner, Edward W. Lambert. 


Wuereas, Dr. Edward Wilberforce Lambert, a member 
of the Association, died July 17, 1904, therefore be it 

RESOLVED, That by the decease of Dr. Lambert the Asso- 
ciation, as it has lost one of its oldest members—one of the 
oldest in years, in service, and in membership—so also has it 
lost one than whom none ever was more honored or esteemed. 
Dr. Lambert occupied a position quite unique in the medical 
department of life insurance. The very original medical offi- 
cer of the company he represented, he served that company 
with conspicuous faithfulness and ability for forty-five years 
practically until his death: for though technically retired 
from active duty some months before his decease, he continued 
office attendance as an adviser, and literally died in harness. 
During this long period of service Dr. Lambert imprinted upon 
his administration the stamp of his own noble personality. 
Of pure New England lineage, and born and reared on the soil, 
the Doctor presented a striking example of ‘‘the New Eng- 
land conscience.’’ Not the sun himself was more unswerving 
in treading the path of duty as it appeared, and woe to whoso 
might think to tempt a departure, for whatsoever reason, from 
the straight way of truth and honor. In these days of dis- 
trust and even disbelief in official honesty, it is with pride that 
this Association, out of its own membership, can point to a 
private life and a public record of years by the score and say, 
upon neither did there ever appear so much as the passing 
stain of an imputation. 

RESOLVED, That these resolutions be spread upon the min- 
utes of the Association as a slight tribute to one whose memory 
it is an honor to honor; whose example it is a privilege to 
record. 

RESOLVED, That the Secretary be instructed to convey a 
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copy of these resolutions to the family of the deceased, and to 
the President of the company that so long profited by the 
services hereby commemorated. 


The following obituary of Dr. James Thorburn was 
then read : 


It was with deep regret that the profession in Toronto heard 
the news of Doctor James Thorburn’s death, which took place 
on the 26th of May, 1905, in his 75th year. 

I venture to think that, in a measure, this Association shares 
in this feeling. 

Doctor Thorburn was born in Queenstown, Ontario, almost 
within earshot of the great Niagara Cataract, his father being 
a member for Lincoln, in the old Canada Assembly. His early 
medical education was guided by a local practioner, Dr. Rus- 
sell of Stamford. He graduated at Toronto University, but, 
desiring to more fully prepare himself for his life’s work, he 
took a Post-Graduate course in Edinburgh, at that time, in the 
very zenith of its fame as a Medical School. Returning to Can- 
ada, he began practice and soon acquired a large clientele, 
which he held as long as he was able to look after it. He was 
appointed on the General Hospital, and for years acted as one 
of the visiting staff. He lectured also in the Medical School 
connected with the University of Toronto on Pharmacology 
and Therapeutics; Examiner in, and member of, the College 
of Physicians and Surgeons of Toronto, he helped largely to 
direct the medical policy of the Province of Ontario. He was 
a very active supporter of many medical societies, especially 
of the Canadian Medical Association, of which he was Presi- 
dent in 1895, when in Montreal, one of the most successful 
meetings of the Association was held. He was for many years 
Surgeon to the Second Regiment Queens Own Rifles of Canada, 
and served with that corps at Ridgway in 1866. He took a 
deep interest in Life Insurance Work and was for a long time 
Medical Director and Vice-President of the North American 
Life Assurance Company. It was while occupying this posi- 
tion that he wrote a valuable ‘‘ Manual of Life Assurance Ex- 
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aminations.”” In the Association of Life Insurance Medical 
Directors of America he felt the keenest interest. At his last 
visit to New York to attend the Annual meeting, though his 
physical strength was declining, his mental activity was as 
keen as ever, and he entered into and thoroughly enjoyed the 
meeting. 

He was a most lovable man, of engaging manners, great 
kindness of heart, full of tact, a fine specimen of the trusted 
family practitioner. Of his many admirable qualities in pri- 
vate life, it is not necessary to enlarge, except to say that they 
insured to him a large circle of warm friends, who will long 
cherish his memory. 


Moved by Dr. Frank Wells that it be spread upon 
the minutes and that a copy be sent to the family. 
Carried. 
Moved by Dr. Willard that the Association adjourn 
until8 p.m. Carried. 
The evening session was called to order at 8.30. 
The President, Dr. John W. Fisher, in the chair. 
Dr. Oscar H. Rogers read the following admirable 


paper: 
























MEDICAL SELECTION. 








AS INFLUENCED BY THE SPECIALIZED MORTALITY 
INVESTIGATION. 









The work of the Committee of the Actuarial Society on 
Specialized Mortality Investigation is so important a contri- 
bution to our specialty that, at the risk of traversing ground 
already admirably covered in various discussions by distin- 
at guished Actuaries, I have chosen the Report published and 
distributed among the Companies in 1903 as the basis of some 
observations on Medical Selection. 
; The Committee selected for study 98 different subjects, of 
which 35 refer to Occupations, 4 to Race or Nationality, 3 to 
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Amounts and Plans of Insurance, 22 to Habitat, and 34 are 
purely medical, and the results obtained in these various classes 
as set forthin the report of the Society may be accepted as 
fair predictions of what is to take place in future in the same 
classes, provided the method of selection remains the same. 
Some of these results agree substantially with the views long 
entertained among Medical Directors, while others are so at 
variance with previously accepted views as to require either 
satisfactory explanation of the difference or a radical change 
in our opinions to bring them into accord with these newly 
developed facts. 

Before taking up the work of the Committee it is proper that 
we should consider what kind of Medical Selection the cases 
here studied have been subjected to, and how it has been prac- 
tised. If, as we are passing judgment upon a risk, we analyze 
our own mental processes, we shall find that each favorable or 
unfavorable factor, as it makes an impression on our mind, 
causes our judgment to lean in favor of or against the risk, and 
as we proceed our judgment oscillates first in one direction 
and then in another until, having completed our review, the 
conclusion which we arrive at is, as it were, the resultant of 
these oscillations. It is as if each factor had a certain positive 
or negative value and that our final judgment were the alge- 
braic sum of these; or as if the various favorable and unfavor- 
able factors impinged like so many forces acting from different 
directions upon a given point, and that our judgment of a risk 
is really the mechanical resultant of these forces. The risks 
which make up these various classes have all been subjected 
to this process of selection. A person who has spat blood or 
who upon examination was found to have an Intermittent or 
Irregular Pulse, or one who has reformed from intemperance,: 
has been granted insurance only because the other factors in his 
case have been exceedingly favorable. Where an occupation has 
been looked upon with grave suspicion, only those engaged in 
it who are in other respects exceptional risks have been able to 
secure insurance. Only the fullest appreciation of this Psy- 
chology of Medical Selection will enable us to draw accurate 
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inferences from the data before us. All of these risks have 
passed a reasonably though not uniformly rigid Medical Selec- dq 
tion. There can be no doubt that the various unfavorable 4 
factors as they have passed under the scrutiny of the Medical 
Director and been weighed by him must in his judgment have ; 
been offset at least to a great extent by other factors which were A 
favorable. It is a common experience among those who have a 
to do with the statistics of insured lives to observe in studying 
any impairment a higher mortality among those risks in which 
that impairment enters to only a moderate extent than among 
those in which the impairment is of greater importance, and to 
find the mortality again increasing only when the degree of the 
impairment becomes extreme. Ina study of mine laid before 
the Twelfth Annual meeting of this Association, this point was 
curiously illustrated. I presented a group of light-weights in 
which the mortality at 13-14% underweight was higher than 
at 15-19%, and this again was higher than the mortality at 
20-24%. When, however, the group 25% and more under- 
weight was reached the mortality was again high. The infer- 
ence clearly is, as I pointed out in that paper, that ‘‘among 
risks which are somewhat doubtful by reason of any particular 
factor, our selection is very much more rigid with regard to all 
other unfavorable factors,’ and ‘‘we scrutinize with greater 
care all other details of a case and exact that they shall be more 
and more favorable until we find ourselves accepting risks much 
outside of our limit because all other factors in the case are ex- 
ceptionally favorable.” 
Up to the present time Medical Selection has been for the 
greater part empirical. In this country it has consisted simply 
in an effort to place in the Company’s membership only such 
risks as will produce mortalities within the limits of the Com- 
pany’s standard and to exclude therefrom all other risks. In 
. |] England, and to some extent upon the Continent, it has been 
conducted on somewhat broader lines, in that many Compa- 
i nies have extended the limits of their standard class to include 
certain risks known or believed to be impaired, by so advanc- ’ 
ing the age or adding to the premium as to bring them to a : 
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footing of equality with the general membership of the Com- 
pany; but everywhere this work has been done with but few 
definite guides in the way of statistical experience of the vari- 
ous types or classes of risks. Each Medical Director, respon- 
sible for the mortality in his Company, has brought to his task 
a good clinical knowledge of diseases acquired during a more or 
less extended hospital and private practice; he has learned 
the traditions of Medical Selection which have been handed 
in his Company from former occupants of his position; he has 
acquired a knowledge of the customs of other Companies and 
has to some extent conformed his own rulings to them; he has 
studied the death losses which have passed across his desk in 
the process of settlement and endeavored to extract from 
them some light on the value of the various types of risks, and 
finally he has studied such of the scanty literature of Medical 
Selection as he has been able to find. As a result of all these 
activities he practices a selection satisfactory so far as the 
mortality of his Company is concerned, but based upon very 
little knowledge of what actually occurs among the various 
groups of lives. 

As to the influence upon Medical Selection of the study of 
Death Losses alone, I should like to say in passing that to my 
mind no practice is more hazardous. It is no doubt true 
that a great deal may be learned with regard to moral hazard, 
speculation, and the like by a review of Death Losses bear- 
ing on that subject; but statistics based on Death Losses are 
worse than useless, because with regard to any group of deaths, 
we may not know the number of cases contained in the group 
in which the losses occur. We therefore cannot determine 
the mortality rate sustained in that group. The most proba- 
ble effect is to prejudice our minds with impressions which 
may not have any foundations in fact. I am very glad to be- 
lieve that the practice is falling into neglect, to give place to 
studies of the kind we have now under consideration. 

While it is true that the mortalities which obtain in our 
various Companies are satisfactory, and are due to more or 
less uniformity of selection among them, yet in many groups 
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of lives each Medical Director exercises a selection based upon 
his individual impressions of the value of these risks. One 
accepts with considerable freedom risks which another with 
equal freedom declines altogether. One or the other must be 
wrong, yet each may “point with pride” to the general mor- 
tality of his Company for proof of the correctness of his views 
of Medical Selection, forgetting as he does so that a large mass 
of good business will conceal many errors of judgment of indi- 
vidual cases or of small groups. This fact is well illustrated 
in the databefore us. Inthe 34 classes of purely medical sub- 
jects there are certainly a goodly number in which the mortal- 
ity is unfavorable enough, and yet when brought together 
into a single large group, these 34 classes show a mortality of 
but 96% of a table which takes into account the effects of 
selection in the earlier years of insurance. We should not be 
satisfied, then, to accept the general mortality of our own 
Company as a measure of the correctness of our selection. 

It is not difficult to select risks to produce a low mortality. 
If we exclude all risks about which there is any question, re- 
gardless of the moral rights of the applicants, we shall accom- 
plish this result. An ideal selection, however, receives into 
the Company’s membership all risks that are fairly entitled to 
a place there and excludes all others; but the difficulty of 
applying this rule is to know what we shall do with those 
border-line risks about which there is some doubt and concern- 
ing which our information is scanty. Here in this borderland 
is where we need a knowledge ‘‘of the various circumstances 
which indicate or affect longevity.” It isin this spirit that we 
should study the report of the Actuarial Society. 

Of the classes studied by the Society those numbered 43 to 
76 inclusive involve purely medical questions and should there- 
fore first have our attention. 

Class 43 is made up of lives which at the time of being in- 
sured were found to have Intermittent or Irregular Pulse. 
About 4000 such cases were found on the books of the Compa- 
nies, with a mortality of 88%. Ofcourse these risks have been 
very carefully selected. Most of us have looked with very 
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grave suspicion upon the disturbances of the pulse,and no doubt 
many thousands of such risks have been rejected because the 
explanations of the abnormality have not seemed to us satis- 
factory. The group as a whole shows the correctness of our 
judgment in making the selection. Whether it justifies a 
somewhat more liberal acceptance of such risks at the younger 
ages is a question which each of us will have to answer for him- 
self. For my own part I believe it does. The high mortality 
found at the more advanced ages, however, demands of us 
that we shall continue our present practice above age 40. In 
my own studies I have found a substantial excess of mortality 
among uninsured lives of this class. 

Class 44, Pulse below 60, should convince us that, until we 
have further light on the subject, we may accept low pulse as 
certainly not an unfavorable factor. On the contrary the 
experience here suggests that, if anything, such risks are more 
desirable than where the pulse is normal. My own observa- 
tions agree fully with this. 

Class 45 is made up of persons who have taken a cure for or 
have reformed from intemperance. They show an unsatisfac- 
tory mortality at all ages; and while the mortality improves 
after the first five years of insurance, it is never such as to jus- 
tify the liberal treatment which the Companies have accorded 
them. They are substandard risks, even the best of them. 

Class 46, Asthma, justifies a very liberal treatment of asth- 
matics up toage 4o. After that age we must expect a high 
mortality among them, and particularly as the selection prac- 
tised in these cases has been very careful. Any more liberal 
treatment will produce correspondingly unfavorable results. 

Classes 47 and 48, Rheumatism, are very interesting. It is 
unfortunate that the Committee did not group these cases 
from the standpoint of the date of occurrence of the attack, so 
as to determine the influence of recent attacks of rheumatism. 
Out of 12,200 cases which I analyzed as to that point, I found 
but 1760 in which the attack had occurred within two years. 
These were from my own Company. I assume that other 
Companies have followed similar lines, excluding from their 
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membership very recent cases. It is therefore likely that the 
two groups before us refer to Rheumatism not of recent occur- 
rence. The groups as a whole show a favorable mortality 
excepting that towards the later years of life it is rather in ex- 
cess of the normal. I believe that these groups prove that 
rheumatism, excepting the recent attacks, may be accepted 
freely. 

Class 49, Gout. The tendency to increased mortality in the 
later years of life suggests a relationship between Rheumatism 
and Gout. The group shows a marked degenerative tendency. 
A mortality of 120% in the first five years rises to 180% there- 
after. We may accept the decision of this group that Gout is 
a serious impairment—that such risks grow worse the longer 
they are carried. 

Class 50, Syphilis, is of the same sort. A mortality of 120% 
in the first five years increases to 140% thereafter. It is a 
disease to be selected with the utmost care. As showing 
its protean character I may mention that in a group which I 
studied some years ago I found 132 death losses which were 
distributed among the various diseases in normal proportions 
excepting in two disease groups—the Nervous and the Vascular. 
Among Nervous Diseases there should have been 15 deaths 
and there were actually 34. Inthe Circulatory Diseases there 
should have been 10 deaths and there were actually 28. Syph- 
ilis directs the weight of its poison upon the Nervous System 
and the Blood Vessels, and no doubt many of those who die 
from breakdown in these two mechanisms really die from the 
effects of a Syphilis long since forgotten. Syphilis, however 
carefully selected, should never be accepted on standard plans. 

Classes 51, Otorrhea, and 54, Perttonitis or Appendicitis, 
are alike in this,—that both classes probably include only risks 
that were free from disease for a considerable period of time 
before they were placed upon the books. We have all looked 
with suspicion upon recent cases, and there is no reason in 
studies why we should hereafter act differently. In his admir- 
able paper on Appendicitis, Dr. Wood taught that after several 
years the extra hazard has practically disappeared, and this 
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group as I understand it, fully supports him. As most insured 
risks are males and as Appendicitis is the cause of almost all 
cases of Peritonitis among men, we may accept Class 54 as 
standing for that disease alone. 

With regard to Classes 52, Hepatic Colic, and 53, Renal Colic, 
so far as mortality rate is concerned the experience in the 
two groups is the same, but a further analysis shows that Class 
52 yields its greatest mortality in the first years of insurance, 
Class 53, on the contrary, shows a higher mortality in the later 
years. The latter type is therefore a degenerating one, in that 
respect resembling Gout, to which, broadly speaking, it is akin. 
No doubt in these two classes those giving a recent history 
have been for the greater part excluded. An analysis of 3000 
cases which came under my own observation showed less than 
10% with a history of colic within a year. Hepatic Colic is 
therefore a condition which after a few years is of compara- 
tively little importance in Life Insurance, whereas Renal Colic 
shows an increasing mortality as time goes on. It will also be 
noticed that in the latter group the high mortality is in the 
later years of life. 

Although Class 55, Hemoptysis, contains over 6000 lives, I 
think the results—108%—should be received with great re- 
serve. In the first place, its membership is probably very 
largely made up of overweights whose build at the time they 
were accepted was believed to offset the blemish in personal his- 
tory. In a group of 700 cases which I examined as to that 
point, but 81 were below the average build. As to the date of 
the attack, no doubt most of these cases had had hemoptysis 
a number of years before presenting themselves for insurance. 
Of the 81 underweights just mentioned, a period of ten years 
or more had elapsed in 70 cases. Moreover, the risks must 
have been very carefully selected in other respects. Alto- 
gether we may not infer from this experience that hemoptysis 
is hereafter to be treated lightly, but rather that, however 
carefully we select our blood-spitters, they will show a mor- 
tality in excess of the normal and especially so among the 
younger entrants. 
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Class 56, Hip Joint Disease, yields substantially the same 
results. Both these groups support similar studies in my own 
experience. 

Classes 57 and 58, Dyspepsia at various weights, suggest that 
where organic disease has been carefully excluded, Dyspepsia 
is a matter of little significance. 

Classes 59, 60, and 61 are made up of persons 30% and more 
overweight. Class 59, although of superb Family History, shows 
a mortality of 118%, which indicates that not even an excel- 
lent Family History will save a Company from a high mortality 
among such risks. Class 60, with a passable Family History, 
shows a mortality of 147%, suggesting that the difference— 
29%—may be about the measure of the difference between a 
good Family History and a poor one, even among other risks 
than overweights. Class 61 contains a mixture of the preced- 
ing classes with the added impairment of a pendulous abdo- 
men. It shows a mortality of 150%. All of these classes 
show a very great mortality during the later years of life. 

Classes 62, 63, and 64 show the same pernicious influence of 
overweight and the same increased mortality in the later years 
of insurance, although to a less marked degree than in the pre- 
vious classes, because these lives are only from 20 to 30% 
overweight with a probable average overweight of about 
23%. 

These six classes include nearly 124,000 lives. On the 
whole, they have been selected with a great deal of care, be- 
cause with a few exceptions the members of this Association 
have looked with suspicion on overweights. Most of these 
risks must have been insured on Endowment Plans. In the 
face of the evidence before us and of other evidence which has 
been laid before this Association in the past, I do not see that 
any of us can hereafter defend the acceptance of heavyweights 
as standard risks, even on Endowment Plans. 

Class 65 is made up of persons between 20% overweight and 
12% underweight, one of whose parents died below 70 of Con- 
sumption. There are over 94,000 lives included in this class 
and they show the remarkably low mortality of 87% of the 
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table. This surprising result led the Committee of the Actu- 
arial Society to say: ‘‘It is not conceivable that among the 
general population those who have had at least one parent 
dying from Consumption are above the average of the others in 
vitality. If this is found to be the case as regards that particular 
class of insured lives it indicates only that such persons of that 
class as had actually been accepted for insurance have been se- 
lected so carefully that on the whole those only have been 
selected who are particularly good representatives of the 
class.”’ 

I fully agree with this opinion. To my mind this class 
illustrates more strongly than any other in this series the im- 
portance, when studying an impairment, of being sure that 
the class is homogeneous. This class is not homogeneous, in 
the first place, with respect to build, secondly with regard to 
plans of insurance, and finally because, like all other classes in 
this investigation, no effort was made to exclude from the class 
cases possessing other impairments. We should know how 
many of this group are between 10% and 20% overweight, 
how many are from average build to 10% overweight, how 
many are from average build to 5% underweight and so on. 
If the build distribution in this group of lives is the same as it 
is among insured lives generally, 41% of these cases are under- 
weight and 59% are overweight. I think it likely, however, 
that by reason of the rigid selection that must have been prac- 
tised in this class, especially among the underweights, very 
much less than 41% are below the average build and very 
much more than 59% are more or less overweight. Ifwe would 
know where the mortality occurs among cases of a parent dead 
of Consumption we should glance at Class 71 made up of light 
weights. Itis true that the definition of this class is, ‘‘a parent 
dead below 70 of lung disease,’’ but “‘lung disease”’ is elastic 
enough to include a considerable amount of Consumption as 
well as Pneumonia. My own observations have satisfied me 
that the testimony afforded by Class 71, if due allowance is 
made for the heterogeneous character of the group, is more to 
be depended upon as a guide to what happens in these cases. 
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Of course the mortality in Class 71, by reason of its mixed com- 
position, is abnormally low. 

The subject of Consumption in the Family History is one 
upon which probably more has been written than upon any- 
thing else in Medical Selection. Medical Directors have had 
an exaggerated notion of the importance of this impairment. 
The selection, therefore, has been exceedingly rigid. Endow- 
ment plans have been used freely, and I should attribute the 
low mortality in Class 65 to these facts, together with the fact 
that the weight limits of the group have been so fixed as to 
include a very large percentage of risks among which the mor- 
tality is not excessive—the overweights—and to exclude from 
the groups those cases in which the mortality is especially high 
—the lightweights. 

Class 65, then, taken by itself, is worse than useless—it is 
misleading and mischievous. If its teachings were followed it 
would cause a medical selection with regard to Consumption 
in the Family History as absurdly lax as it has heretofore been 
absurdly rigid. Until the Actuarial Society re-analyses this 
class and splits it up into groups homogeneous with respect 
to build and also with respect to plans of insurance, I shall 
continue to regard its testimony as mischievous. I am confi- 
dent that Consumption in the Family History has an impor- 
tant bearing upon the value of risks for insurance, but only so 
when taken in connection with the elements of age and build. 
I believe that it bears a direct relation to build and to the age 
of the applicant, and that at the younger ages and the lighter 
weights we must expect a high mortality, while at the older 
ages and among the heavyweights we may regard Consump- 
tion in the Family History as of almost no significance. More- 
over, when a further investigation is made of this important 
factor, I should suggest that it be made up to include the influ- 
ence of Consumption in the applicant’s own generation. Per- 
sonally, I have very good reason to believe that the death of a 
brother or sister of tubercular disease is of as great significance 
as the death of a parent; but this fact cannot be brought to proof 
with such heterogeneous material as that contained in Class 65. 
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Such reference as I have made to Endowment Plans im- 
plies that I believe that such plans produce a low mortality. 
I may, therefore, be pardoned for making some further refer- 
ence to that subject. It is said that it is impossible to get a 
high mortality in the Endowment Class. While this is true, 
there is an implication involved in it which is quite untrue. 
You do find a high mortality in groups of lives insured exclu- 
sively on Endowment Plans. I have frequently observed it. 
See for example the five classes 28, 29, 30, 31, and 32. These 
include persons engaged in the handling of alcoholic liquors. 
Most Companies have been selecting very carefully against 
them; they have been insured as a rule on Endowment Plans, 
yet the mortality in all of these classes is unsatisfactory, and 
especially so among the brewers and liquor dealers. If it were 
impossible to get a high mortality in cases insured on Endow- 
ment Plans, these five classes would show a very favorable 
mortality. The reason that a low mortality obtains in the 
Endowment Class as a whole is based on the fact that people. 
who seek, or are willing to accept, Endowment Insurance have, 
as a rule, confidence in their ability to live long enough to enjoy 
the benefits which accrue to them at the maturity of their poli- 
cies. Itis perfectly natural that persons who have some doubt 
about their own ability to live should refuse plans which are 
expensive and whose benefits appear to them soremote. Those 
who accept Endowments have confidence in their ability 
to live; those who refuse them suspect that they may die 
prematurely. No medical blank has yet been devised which 
compels a disclosure of this mental attitude. Whether it is 
conscious or unconscious with the applicant it is nevertheless 
efficient. People who insure seem to know their value as risks 
for insurance, or at any rate they have an intuition regarding 
that value quite as trustworthy as we can determine it by med- 
ical examination and inspection,—indeed I am inclined to 
think they know it a little better. However that may be, in 
any class of lives, whatever the character or degree of the im- 
pairment, you may depend upon finding a lower mortality 
among those insured on Endowment Plans than among those 
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insured on Life Plans; but this difference in mortality, con- 
trary to the general impression, is not great—probably not 
greater than 20%. In most Life Companies the Endowment 
Class as a whole is made up of a very large number of very ex- 
cellent risks—self-selected lives—to which has been added a 
comparatively small number of impaired lives. The natural 
result of this mixture should be favorable with respect to mor- 
tality, the bad mortality of the few risks being submerged in 
the very favorable mortality of the remainder. The objection 
to placing these poor risks in the Endowment Class is its ex- 
treme unfairness towards the other members of the class. It 
is like establishing a special class for clergymen and then insur- 
ing liquor dealers in that class without saying anything to the 
clergy about it. I doubt that any Actuary will defend the 
practice, nor will any Executive Officer, excepting perhaps 
on the ground of business expediency,—certainly not on any 
moral ground. I may add, however, that the selective influ- 
ence of the Endowment is sufficiently strong to make me feel 
that no study of a class of lives is complete that does not take 
into account the plan of insurance. 

Classes 66,67, 68,75, and 76 are all instructive and all sug- 
gest that we have probably attached too much importance to 
the influence of certain types of Family History. 

Classes 73 and 74 suggest that lives very much above or 
below the standard height are not good risks at the later ages. 

With regard to the non-medical subjects included in the 
Specialized Mortality Investigation, Class 1, Amount $20,000 
or over on same application, is of great value in that it brings 
forcibly to our minds the difficulties of so selecting applicants 
who apply for large amounts as to get a favorable mortality. 
You will notice that a normal mortality in the first age groups 
is followed in the later age groups by a successively increasing 
mortality, until between age 57 and age 70 the mortality is 
inordinately high. These risks must have been selected with 
a good deal of care. We have always suspected elderly appli- 
cants and yet, having exercised all possible care, we get a mor- 
tality of 125% in the last age group. It is a question for our 
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Executives to decide whether the Companies should not dis- 
continue granting insurance to these elderly applicants. 

Class 2, Amount applied for reduced by Company, is made up 
of 8300 cases, which in the minds of the Medical Directors have 
seemed so doubtful as to lead them to recommend a reduction 
inthe amount. The mortality in this group is never good and 
grows worse with advancing years; it is also much worse after 
five years of insurance than it is during the first five years. It 
shows that the suspicions of the selectors were well grounded, 
and that these risks might better have been refused insurance 
altogether or relegated to some substandard form calculated 
to meet an extra mortality. 

Class 3, Granted on plan not applied for, is a large one and 
proves that impaired lives show a high mortality whatever the 
plan of insurance. 

Classes 4, Born in Germany, 5, Born in Ireland, and 6, Born 
in Sweden and Norway, illustrate a point to which in ordinary 
practice we have paid but little attention. They indicate that 
Swedes are decidedly better risks than Germans and both are 
very much better risks than the Irish. No doubt this subject 
of race receives but too little attention at our hand. We are 
apt to consider a risk born in Ireland or of Irish extraction 
quite as good as one born of Anglo-Saxon or Teutonic stock, 
and yet evidence is accumulating that we are not justified in 
so doing. 

In Class 7, Colored, the results obtained must be discounted 
to a large extent by the fact that these cases have been very 
rigidly selected, and we must continue to select them rigidly, 
unless we are prepared to sustain a much heavier mortality 
than this investigation has shown. Personally I believe that 
without rigid selection these risks will show a mortality of at 
least 40% in excess of the normal. Industrial experience 
supports this view. 

Classes 8 and g should lead those Companies which have 
been offering the ordinary plans of insurance to Army and 
Navy Officers to modify their practice in that respect. They 
are certainly not first-class lives and the evidence combined 
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in these two small groups is borne out by considerable testi- 
mony available from other quarters. Moreover this experi- 
ence is more unfavorable because it applies to such risks in 
times of peace,—it does not include the hazard of war. 

Class to consists of Policemen, Constables, Sheriffs and Mar- 
shals. The mortality is not satisfactory and suggests that 
when a further study is made of persons engaged in these occu- 
pations a more careful analysis as to occupation may enable 
us to decide which of these are safe and which are hazardous 
occupations. As the class stands it casts doubt upon all of 
them. 

Class 16, Hot-Iron Workers, affords results strikingly at va- 
riance with our expectations and also with considerable experi- 
ence drawn from other sources. It is probable that in this 
group, as in others of the occupation groups, the risks have 
been carefully selected and only those have been accepted who 
were less exposed than others to the hazards and hardships 
of their calling. While the comparatively high mortality 
during the more advanced ages is sufficient to attract atten- 
tion, nevertheless I believe that the weight of other valuable 
evidence is, on the whole, against accepting the testimony of 
this group as a fair guide to future selection. 

In the small Classes, 15, Steel Grinders, and 17, Glass Work- 
ers, we find unsatisfactory mortalities, but they are not nearly 
as unsatisfactory as other sources of information would lead 
us to expect. y 

The mortality in Class 23, Laborers, bears out experience 
that I have observed elsewhere; so also does that of Class 25 
those engaged in the theatrical profession. 

Classes 35 and 36, Railway Mail Clerks and Express Mes- 
sengers, show a good mortality; but Trainmen, Engineers, and 
Firemen, Classes 34, 37, and 38, are unsatisfactory risks. We 
are justified by other data in accepting these results. 

Classes 39 and 40, those who go down to the sea in ships, show 
a mortality about on a level with the Navy Class. 

The testimony afforded by these various Occupation groups 
is on the whole satisfactory and in substantial agreement with 
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other testimony on that subject. To those who are especially 
interested in the influence of occupation on longevity I should 
recommend the publications of the Registrar-General on Eng- 
lish occupations. A great deal of valuable information may be 
derived from that source. 

Turning to Classes 77 to 98 inclusive, it is unfortunate that 
many of these groups are absurdly smail. We may deduce 
from them a favorable mortality in Colorado, a very unfavor- 
able mortality along the Gulf, and we may infer an unfavorable 
mortality in the unsettled mining communities of the West, all 
of which facts were well known to us before but which, up to 
this time, have received less systematic attention in selection 
than their importance demands. 

The problem of Medical Selection is one of very great diffi- 
culty. The membership of every Life Company is made up 
of individual risks whose values differ more or less widely and 
its aggregate mortality depends upon the proportions in which 
these risks of various values enter into it. Moreover, each 
risk is made up of a number of factors, each one of which has a 
bearing, favorable or unfavorable, upon the value of the risk 
and with regard to which no two risks may be in all respects 
exactly alike. Ifit were possible to bring together all the risks 
which, in the course of a year, present themselves for accept- 
ance in a single Company, and to arrange them before us in 
rank and file exactly in accordance with their insurance value 
we should find that, from the best risk at one end of the group 
to the very worst risk at the other end, each risk differs from 
its neighbors in value by an almost infinitesimal degree. The 
problem in Medical Selection is not to accept only those risks 
which stand at the favorable end of the mass, but passing down 
along the front of the Company, from the best risks towards 
the worst, to find the location of that line on one side of which 
the aggregate mortality of the mass will be such-as the Com- 
pany desires to secure, and to which the addition of any risks 
from beyond the line will raise the mortality beyond the limits 
fixed by the Company. That Medical Director is dull indeed 
who cannot select out gilt-edged risks; but as he approaches 
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nearer to the line which separates the acceptable risks from 
those which are not fairly admissible, the difficulty of his task 
constantly increases. An ideal Medical Selection draws accu- 
rately the line separating the mass of applicants in the manner 
I have described; and the measure of the efficiency of a Medi- 
cal Selection is its nearness to this idea rather than the general 
mortality experience of a Company. Work like that con- 
tained in the Specialized Mortality Investigation brings us 
nearer to our ideal and further away from the empirical 
method which has formerly marked the selection of risks for 
Life Insurance. 


DISCUSSION. 


Dr. Frank Wells—As a result of my observation a higher 
mortality can be expected among adults in cases where a high 
infant mortality is reported. 

Dr. Rogers concurred in this opinion. 

Dr. George Wilkins—I believe that'!an endowment loading 
will cover certain cases; as for example, a man forty years of 
age, a total abstainer for ten years, who prior to that time had 
drunk to excess; or a syphilitic entirely cured at age twenty- 
five, who had no tertiary manifestations. In regard to family 
history I agreed with Dr. Rogers that there is a greater hazard 
where tuberculosis is reported in brothers and sisters than in 
the cases of parents. The difference in the duration of infec- 
tion explains the observation. 

Dr. Rogers—In our Company we have discontinued the 
practice of deciding in the Medical Department what plan of 
insurance should be issued. Formerly we gave ten, fifteen, or 
twenty year endowment, according to the degree of impair- 
ment, but we believed this to be distinctly unfair to the good 
risks in the endowment class. We now make an effort to place 
a valuation on each life and let the Company determine as to 
form of policy to be issued. In some, the mortality is higher 
at earlier years; whereas, in others the rate increases with 
advancing years; therefore, they leave the question of charac- 
ter of contract to the Actuary. I believe that the mortality 
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experience in syphilitics is bad, and that an increase will usu- 
ally be found with the older ages. The same would be true of 
habits’ cases, and I do not believe it would be possible to get 
satisfactory results with endowment loading. In our Com- 
pany a study was made as to the insurability of Jews as a class. 
It was found that in the main they were uncleanly and under- 
fed, and that a large percentage had evidences of arterio- 
capillary changes and emphysema. Notwithstanding this, 
the general mortality was about fifty per cent. less than that of 
the Irish. The rate, however, among the Jews engaged in 
the sale of liquor was extremely high, showing that there was at 
least one condition that would result in killing a Jew. 

Dr. Wilkins—I believe that there is no question as to the 
greatly increased mortality among alcoholics. 

Dr. E. H. Dwight—As a result of my investigation I agree 
in the main with Dr. Rogers in his conclusions. Our Company 
formerly followed the practice of taking syphilitics five years 
after infection, where treatment had been followed three years, 
and two years had elapsed since any symptoms or treatment. 
The results having proved unsatisfactory, I presented my 
reports to the Actuary, who after careful study decided that 
he could suggest no method of adequately covering the in- 
creased hazard in ordinary standard contracts of insurance. 
As a result we are not at the present time taking any cases 
where syphilis is acknowledged. I realize, however, that in 
this decision we are suffering from the increased mortality 
among syphilitics accepted who deny the history of the condi- 
tion. The fact that we are not accepting these as a class will 
bring to us a certain percentage of cases denying the existence 
of syphilis where it really exists. _ 

In regard to dyspepsia per se, I believe that it means noth- 
ing. As a symptom of other diseases, however, it may mean 
a great deal. It is our practice to investigate these cases most 
carefully. A sample of urine is examined by experts and 
about fifty per cent. are found to have albumin alone or albu- 
min and casts. This together with our observations as to 
other conditions, such as tubercular record, etc., shows that 
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the mortality among dyspeptics having other co-existing con- 
ditions is decidedly higher than the normal class. 

(In referring to the subject of light weights with and with- 
out tubercular history, Dr. Dwight illustrated by diagram the 
degree to which his selected light weights as a class offset the 
increased loss from light-weights with tubercular history prior 
to age forty, referring at the same time to the difference be- 
tween the ordinary normal mortality experience and that 
reported in the tables of the Actuary of light weights without 
adverse family record.) 

Dr. Rogers—In regard to the last mentioned class there are 
several factors tending to offset the apparent balancing of the 
two groups referred to. I feel that not enough attention has 
been paid to the build and age of applicant in considering 
family records. 

Dr. Harry Toulmin—As a result of my observation the ulti- 
mate effects of gonorrheal infection are of much more signifi- 
cance than is ordinarily supposed. I would like information 
in regard to Dr. Roger’s experience in this particular. 

Dr. Rogers—I am inclined to disregard in a large measure 
the conditions referred to, feeling that those of us who exa:nine 
the urine would be likely to detect the evidence of the compli- 
cation in question. 

Dr. E. L. Fisk—(He referred to the effects of residence in 
various localities in their bearing upon longevity and inquired 
of Dr. Rogers as to his experience in this particular.) 

Dr. Rogers—The mortality in the Gulf States is extremely 
high and that of the west coast of Florida is twenty-five per 
cent. higher than the east. I believe that cases from these 
localities should only be taken after most careful selection. 

Dr. A. S. Knight—I believe with Drs. Rogers and Wilkins 
that the greater mortality where deaths occur among brothers 
and sisters is due to the longer existence of the source of 
infection. 

Dr. Wilkins—Among French Canadians dyspepsia among 
light weights is considered distinctly unfavorable. In family 
history furthermore, obscure statements as to deaths from 
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childbirth, stomach trouble, etc., are regarded with special 
suspicion. 

Dr. G. A. Van Wagenen—The Actuaries’ tables are open to 
criticism owing to the fact that the data contained are not 
obtained from the records and compiled by medical men but 
rather by clerks, who are not familiar with the diseases and 
conditions in question. Furthermore, they often deal with 
mixed impairments, which seriously interfere with the real 
value of the deductions to be derived from them. I claim that 
broad defects of personal and family record are often of more 
significance than special individual impairments. The expe- 
rience of our Company is unfavorable in over-weights, due, 
possibly, to previous leniency in the consideration of this 
class. Any favorable results noted as regards mortality expe- 
rience in tuberculosis can be accounted for by the more rigid 
selection. I believe the experience in syphilis and gout to be 
the same with all observers. In regard to syphilis, I hold that 
the difficulty in obtaining accurate history of the disease 
accounts in a measure for the adverse results as shown in 
mortuary records. A similar difficulty, of course, is also 
experienced in obtaining a history of stricture and the other 
effects of gonorrheal infection. 

Dr. Rogers—In reference to the work of clerks in compiling 
statistics, it will be found that the personal equation of the 
individual is eliminated to a greater extent than that done by 
medical men. In the New York Life the work is done separ- 
ately by two clerks, and the records compared by a physician. 
In this way most accurate results are obtained. No substan- 
tial errors are observed and in support of the accuracy of the 
Actuaries’ table I would say that the result compares very 
closely with theirs. A certain source of error, however, 
arises from errors in the tables from which the data are 
taken. The English tables, for instance, raised the mor- 
tality at certain ages and lowered at others. Certain groups 
are not harmonious, which fact renders them misleading 
and unreliable. Group 65, for instance—old and young, 
heavy and light—have in some instances been grouped 
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together. On the whole I consider the report as highly 
trustworthy. 

Dr. Van Wagenen—Indefinite statements as to family 
records constitute one of the important sources of error. 

Dr. Fisk—These statistics are certainly of great value and I 
would suggest that the Actuarial Society take the subject up 
further with a view to elaborating and adding to them. I 
would further suggest that a committee be appointed from the 
Association to take up this question, and would state that I 
have certain classes of cases which I would like to submit to 
such committee, if formed. 

Dr. Davis—My understanding is that it is the intention of 
the Actuarial Society to go on with the work and develop it 
further. 

Dr. Rogers—I believe that the Actuarial Society might ob- 
ject to suggestions offered by a committee as proposed by 
Dr. Fisk. 

There being no further discussion, the President announced 
the time of the morning session as 9.30. A motion to adjourn 
was made and carried. 


SECOND DAY. 


President John W. Fisher in the chair. Roll-call 
showed the presence of fourteen members, a quorum. 

Moved by Dr. Wood that a vote of thanks be given 
Dr. Rogers for his able and masterly paper of the pre- 
ceding evening. Carried. 

Dr. Alton then read the following paper: 


MAKING AND CUTTING GLASS. 


The radical differences between the present conditions ap- 
plying to glass workers in America and those presented to 
us in the statistics of Buck, Oliver, and others, as applying to 
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Europe, call for an entirely new consideration of the American 
glass worker as an applicant for insurance. 

As a beginning in the study of the American glass worker. 
I beg to lay before you some observations made in visiting a 
few towns of eastern New York and Pennsylvania, which are 
becoming known as glass-cutting centres. 

The manufacture and manipulation of glass cover such a 
large field that it seems prudent to begin the inquiry by inves- 
tigating the particular department of this industry which 
seems freest from the objections too readily apparent from the 
standpoint of the only statistics at our command. 

In the towns alluded to, no statistics have been gathered. 
Pennsylvania has just begun the record of births, marriages, 
deaths, and the returns from other states are as yet too meager 
to assist us materially. 

As the old statistics bar out all glass workers from insurance, 
a reconsideration of the question would naturally begin with 
a selected class in this industry, and this class appears to be 
the cutters of glass and possibly the makers of blanks upon 
which the cutting is done. 

Further down the line of selection would appear to be those 
engaged in the manufacture of tumblers, bottles, window 
glass, etc. 

The consideration of the cut glass industry naturally open 
the way for the study of the whole question. 

For the benefit of some who have not as yet become famil- 
iar with the process of blank making and blank cutting, I have 
arranged a brief description of shop work, in order that we 
may understand clearly the dangers to which workmen are - 
exposed, and, on the other hand, their exemption from the 
dangers of the European methods. 


MAKING THE BLANKS. 


The first step in the cut-glass industry is making the blank 
which is the dish or article as it comes from the factory with- 
out any marks or cuttings, excepting that some 


cutters purchase blanks upon which the pattern _— 
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has been pressed and which consequently require but a small 
amount ofcutting. Few glass cutting establishments manufac- 
ture blanks. These few manufacture them for their own use 
and for sale to other establishments. These blanks are blown 
or pressed from glass melted in ovens, called open pots, made 
by clay workers. 

The clay workers are Handlers, Mixers, and Trampers of clay. 
They shovel and mix the clay, as properly prepared, in large 
rectangular wooden tubs. I am told that in large 
factories, where glass is manufactured on a much 
larger scale, the mixing and tramping is done upon 
acement floor. After the clay is thoroughly mixed in the tub, it 
is moistened with warm water and is then tramped from end 
to end by bare-footed men. Warm water is used ostensibly 
to prevent chilling the men, but it is probably quite as much 
for a better mixing of the clay. These men, steadying them- 
selves by a cross-bar, tramp back and forth through this clay 
until it is thoroughly mixed. It is said that no other process 
is equal to the foot-tramping. The clay thus prepared is 
molded by a very deliberate process into a furnace about four 
feet high, three feet wide, and three or four feet deep, with a 
furnace door at one end, and is then allowed to stand on the 
cellar floor for several months to season, before it is considered 
ready for the heat. 

At one shop the furnace-making is done in a side-hill base- 
ment, with a rather low ceiling. I could not discover an open 
window, and I afterwards observed that as the windows in 
some shops are fastened down and no currents of air are al- 
lowed to enter the room, there is absolutely no ventilation. 
Some of the men assured me they had been engaged in the 
same kind of work for many years and had always been in good 
health. As furnace-making is somewhat intermittent, it is 
probable that these men are engaged as laborers during a por- 
tion of their time, but the lack of light and air, the constant 
presence of wet clay, or, in other portions of the room, the dust 
from the drying clay, would seem to render their occupation 
unhealthy. 


Clay 
Workers 
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Imagine a large frame building, like a warehouse. In the 
centre, under the highest part of the ceiling, and surrounded 
by the bare earth floor, isa circular brick wall, hav- 
ing many openings; within this wall is a great fire, 
and opposite the small openings are the little fur- 
naces or open pots just described. These furnaces are placed 
in position while the fire is still burning, and to this excessive 
heat the furnace men are, of course, exposed. Gases from the 
furnace are drawn by a down draught to a tall chimney, and 
no fumes rise above the encircling brick wall. 

In a side room the Glass Mixers are shoveling together, in a 
wooden tank, the silicates, alkalies, oxide of lead, maganese, 
arsenic, and other elements known to each inventor or manu- 
facturer. This mixture is called ‘‘frit,” and to it is added a 
quantity of broken glass called ‘‘cullet.’’ When prepared this 
tank is wheeled into the big furnace room and its contents 
shovelled into one of the small furnaces, where it remains for 
two or three days, when it is a molten mass and ready to be 
used for the manufacture of glass articles. 

These Glass Mixers and Furnace Men are exposed to great 
heat, and the Mixers to poison from the metallic oxides. Their 
work is at times exceedingly laborious and exhausting, and a 
respite is not infrequently given them, together with “‘a bottle 
of good whiskey.” 

We now come to the manufacture of articlesin glass. Stand- 
ing in front of a small furnace door is a boy (called in some shops 
a Gatherer), who reaches his steel blow-pipe into the 
little furnace, and by a dexterous twist gathers upon 
its end the proper amount of molten glass. Blowing lightly 
upon the other end, it begins to take shape, and this process 
he continues as he steps backward or across an 
intervening space, when he hands his blow-pipe to 
his Blower (who is also called a Gaffer), who finishes 
the article up to a certain point. If the article is to receive 
a handle, an attendant (generally a boy) takes the glass dish 
on a wooden fork from the Blower and carries it 
to the Handler, who sits upon a little raised platform 
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still further back from the large furnace, and, having a little 
furnace at his hand, he fuses a glass handle upon the side of 
the bottle or cup, and this being now finished is 
taken by a Lehr-helper and carried to the lehr, or 
annealing oven. 

It is claimed that these boys who work as Gatherers, being 
so constantly exposed to the extreme heat of the furnace, are 
apt to have a retarded physical development and their pallor 
is distinctly noticeable. In fact, it is plainly observable that 
the men and boys working in the furnace room have spare 
figures and a colorless skin. F.-‘unately for them, these boys 
soon graduate and become the Blowers, while other lads take 
their places as Gatherers. These two workmen, Gatherer and 
Blower, use their own set of blow-pipes, which are steel tubes 
of about four feet in length, delicately bevelled at the mouth 
end and appear to be kept bright and clean. It is declared 
by the proprietor that a Gatherer with a sore mouth is not 
allowed to continue his work, but, in spite of this, there is, 
unquestionably, the danger of infection, because the blow-pipe 
is passed back and forth from Gatherer to Blower. A fissure 
or mucous patch is not readily seen, and a workman is loath 
to lose his time for a trifle. 

In a factory of this kind the amount of constant blowing is, 
of course, very much less than where thousands of tumblers 
are made, or in a “‘green”’ glass factory where thousands of 
bottles are blown. For the manufacture of common tum- 
blers, several machines, operated by compressed air, have been 
invented; but for fine work, blowing by the mouth is still fol- 
lowed; and I am told that the use of compressed air is only 
partially adopted in large factories. 

The books picturing former methods tell us that the violent 
effort of the Glass Blower not infrequently produces emphy- 
sema and other changes of the respiratory organs. This effort 
also produces a great distention of the cheeks and changes in 
the parotid gland, even extending to deafness; but in none of 
the places visited could I learn of such results. 

The Handlers are, of course, exposed to the heat of their 
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little furnaces and would be classed with other men exposed 
to excessive heat. The Handle-helpers and Lehr-helpers are 
much like errand boys, running back and forth, and so long as 
they are boys would probably not offer themselves for insur- 
ance; I saw no men engaged in this occupation. The group 
of men and boys working in front of a furnace is called “‘a 
shop,” the Blower or Gaffer being the head of the group. The 
“knocker off,’’ the ‘‘mould holder,’”’ and the ‘‘carrier in,’”’ are 
members of this group. 

The Lehr-man stands in front of a moderately heated oven. 
Adjoining this oven and communicating with it by a side open- 
ing is another oven containing, in small shops,a 4) man 
wood fire, in large shops, a hot coal fire. The pur- of 
pose of this fire is to moderately heat the adjoining Annealer 
long oven, or lehr, which is the annealing oven. 

The Teaser is the stoker of the annealing oven or lehr. The 
lehr is about 3 feet wide, 2 feet high, and 70 feet long. Its 
floor is made of 2 x 3 iron plates loosely hooked to- 
gether. The boys, with their wooden forks, bring the 
articles from the Blower or Handler and place them in the lehr. 
The Lehr-man, or Annealer, with his fork pushes the articles 
backward, and when the front of the oven is full he signals to 
an attendant at the opposite end of the lehr, who, by a wind- 
lass, draws the whole floor toward him and detaches a section 
of the floor, the Lehr-man at the same time attaching a new 
section at his end. The newly-blown articles are thus grad- 
ually cooled in passing through this great length of furnace. 
This practically finishes the manufacture of the “‘ Blank.” 


Teaser 


CUTTING THE BLANKS. 


Roughing is the first step in cutting upon the Blank the 
pattern which has been marked upon its surface by the artist 
or designer. Roughing is done by men and boys— 
some of the workmen are lads of fifteen, who have 
begun helping about the roughing room at fourteen. The fac- 
tory in which this work is done is well lighted and might be well 
ventilated if the workmen were not, as a rule, averse to fresh 
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air. The rooms I inspected in new shops were long, of good 
height, and just wide enough for a broad centre aisle, flanked 
on either side by a row of “‘frames,’”’ with a large window back 
of each frame, the workman sitting on a stool at his frame, 
with his back to the window. The posture frequently as- 
sumed is leaning slightly forward, and, if his piece of glassware 
is heavy, resting his elbows on the corners of his frame in order 
to deftly hold his piece of glass against the steel wheel which 
follows the red-line markings of the design. In this frequent 
forward position, his shoulders are generally thrown back, and 
in my inspection of the men I could see no tendency to hollow 
chest or round shoulders. 

Over the centre of each frame hangs a funnel shaped tank 
of galvanized iron, holding possibly fifty pounds of fine sand, 
upon which a pail of water has been thrown. This fine sand 
is ground rock from the Berkshire Hills and it is of the con- 
sistency of fine meal. The water and sand trickle upon the 
steel wheel and produce wet grinding. If the steel were hot 
it would burn and mar the glass. There isno dust. The wet 
sand spatters upon an upright board opposite the Rougher, 
and his apron it scarcely soiled. The wet sand flying upon the 
board or striking other parts of his frame, is, of course, apt to 
dry, and, with great commotion in the shop, produces a cer- 
tain amount of dust. The common custom in most of these 
shops is to clean the shop thoroughly twice a week. Ina few 
shops this is done after working hours; in some shops it is 
rarely done. The Rougher fills his conical tank; he cares 
for his own tools, and wet-grinds his wheel when necessary. 
He moves about occasionally, so that not all of his hours are 
spent sitting at his frame; nevertheless, his occupation should 
be classed as sedentary. 

The piece of glassware as finished by the Rougher is carried 
to the Smoothing-room, which is in all respects like the Rough- 
ing-room, excepting that the wheel is of stone, over 
which hangs a can of water. The workman sits at 
the same kind of frame, smooths the work done by the Rougher 
and adds some fine work too delicate for the Rougher. 
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Polishing is done generally at one end of the Smoothing- 
room, or not infrequently, and preferably, in a room apart. 
This work is done on the same kind of frame, but a 
wet wooden wheel, with or without a tire of feit, and 
pumice, are used for part of the work, and a substance called 
“‘putty”’ for some of the finer or more delicate polishing. This 
‘“‘putty,”’ so-called, is an orange colored mixture containing 
lead, tin, and sometimes a trace of arsenic, and is dangerous 
to health. Formerly a boy attended the “putty” polisher, 
and it was his duty to keep the wheel moist with little dabs of 
“‘putty’”’ on a brush, but for reasons that can be guessed, boys 
are not now so employed, the polisher moistening his own 
wheel and applying the “‘putty.”’ The Polishers’ frames were 
thoroughly spattered with pumice in the one case and with 
‘putty ’”’ in the other. 

Probably the most dangerous part of this trade is in the 
small room where each article of glass passes from the Polisher 
to the Dipper, who, clothed in rubber, places the 
article upon a little wire tray and immerses it in a 
bath of hydrofluoric acid and sulphuric acid. This 
bath is calculated to remove any slight roughnesses and give a 
lustre to the glass. 

The fumes of hydrofluoric and sulphuric acid are exceed- 
ingly pungent and are irritating to the lungs and the mucous 
membrane of the eyes, nose, pharynx, etc., and in fact detri- 
mental to the health of the whole system. An exhaust is 
placed over the storage chamber where carboys of acid are 
placed and the mixing done. An exhaust hood is also sus- 
pended over the acid bath. Some exhausts are powerful and ef- 
fectually remove the fumes; others only partially remove them. 
At one shop the odor of the acid was hardly perceptible, even 
when standing by the acid bath, while at some small shops the 
odor outside the door of the dipping room suggested the pro- 
cess within. Careless workmen spatter the acid and burns 
result at times in loss of finger nails, slight destruction of tissue, 
scars, injury to eyes, etc. 

In a few seconds, or a few minutes, as judged by the dipper, 
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the article is lifted from the acid bath and immersed in a bath 
of warm water adjoining. Prior to the acid immer- 
sion, some articles are covered in part with paraffine 
to protect them from the action of the acid; in the water bath 
this paraffine is removed, and on being raised from its immer- 
sion in water it is placed upon a table at the back of the work- 
man, from which it is taken by a girl who carries it to another 
room, placing it in a laundry tray with warm suds, where it is 
washed. 

On drying it is carefully inspected by another girl, who, 
finding the slightest defect on the surface, marks the spot witha 
saciiins asmall “sticker.” A piece may have dozens of 

“stickers” uponit. These defective pieces are then 
carried to the Repairer, who usually sits at a frame near the 
Polishers, and uses various tools and substances to correct 
these slight defects. He may use wet steel or stone or pumice 
or “putty” or acid. The articles so repaired are 
again washed and dried and removed to the sales- 


Washing 


Repairing 


room. 

The observations and statistics which have placed glass 
working among the dangerous occupations, apply almost en- 
tirely to English and Continental factories. Health legisla- 
tion there and here has eliminated some harmful methods and 
improved others. American conditions of living, the estab- 
lishment of factories in uncrowded and even charming scenic 
locations, the education and intelligence of the employees, the 
advanced wage scale, the light and ventilation of the new 
buildings, and all conditions which characterize “up-to-date” 
factory work in America, are quite sufficient to demand a new 
study of the whole question of glass working. The old meth- 
ods, with their proved harmful effects on health, should form 
the basis of the inquiry and the old conclusions relative to 
it be retained, modified, or opposed, as demanded by new 
conditions. 

Desiring to study the varying conditions in shops belonging 
to one class, my visit led me to the glass cutting shops at Corn- 
ing, New York, Honesdale, Pennsylvania, and White Mills, 
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Pennsylvania. The shops of southern New Jersey, Pittsburg, 
etc., offering different features—calling fora somewhat dif- 
ferent study. 

Honesdale is an ideal spot, a small, well-to-do town lying in 
an elevated valley, well watered and timbered, in the north- 
eastern county of Pennsylvania, and adjoining the lower 
Catskills. 

The factories are modern, sufficiently spacious, dry, airy, 
well-lighted, and of themselves offering no menace to health. 
The White Mills works are older, but their cutting rooms are 
practically the same as in the more modern buildings, and in 
this factory especially, the welfare of the employees is the con- 
cern of the three generations of Dorflingers, the two older gen- 
erations of whom are themselves practical glass workers and 
have followed all branches of the trade. 

At Corning, New York, the shops are in the main older, one 
of them low, dark, and dirty, and one, a perfectly new one, pos- 
sessing all the characteristics of a perfect work-shop. 

It will be seen at once that these buildings generally are in 
contrast with the old, low-ceilinged, damp, unventilated and 
dusky buildings of the old works of Europe, and doubtless of 
some in this country. One deduction from this observation 
is that a risk from the so-called unhealthy trades must be con- 
sidered not only from the part he plays in his trade but where 
he plies it. 

It is the European habit of glass workers to drink. The low 
order of intelligence required for clay working, mixing, tramp- 
ing, and molding, would lead us to suspect intemperance as 
their recreation, but not necessarily so with the well paid men 
in the cutting shops. 

The exhaustion following the dripping perspiration seen in 
those who for hours endure the high temperature of the great 
furnace-room calls for drink. These two groups of workmen 
set the pace and good fellowship among all hands of a factory 
or a trade spreads the contagious habit. While thus habit is 
‘well under control and is by no means prominent in the towns 
visited, report leads me to believe that at the large glass pro- 





36 Seventeenth Annual Meeting 


ducing plants at Pittsburg, Wheeling, Toledo, etc., the contrary 
is the rule. 

The Cutters are in the main an intelligent set of fellows but, 
at the new shops, are quite youthful. Boys of sixteen may 
earn twelve dollars weekly at glass cutting. This youthful- 
ness is due to fashion’s sudden increasing demand for cut glass 
and the scarcity of skilled cutters. At the older shops older 
men are seen at the cutting frames, and I was struck with their 
intelligent heads and faces and well kept persons. Some of 
those in the furnace-rooms were healthy looking men, and gave 
the impression of skilled artisans, for the handling of a ball 
of molten glass on the end of a blow pipe calls for a deft and 
steady hand and a quick eye. 

Those exposed to poisoning by metalic oxides, etc., are the 
Mixers in the furnace-room and the “putty” polishers and 
the acid dippers in the cuttingshops. The mixers prepare the 
silicates or the refuse broken glass in combination with the red 
oxide of lead, alkalies, etc., forthe furnace. They are subject 
to lead poisoning, though proprietors are learning how to guard 
their men and diminish this evil. They are also at times 
exposed to the great heat of the furnace. 

The ‘‘putty”’ polisher spatters his frame, the floor and his 
hands and arms with his compound of oxide of lead, oxide 
of tin, and a trace of arsenic. Lead poisoning is the natural 
sequence. These men are not over-neat in their habits, and 
a lunch with unwashed hands is very common. The dust 
from the dried “‘putty”’ is a menace, possibly slight but never- 
theless to be considered, to those smoothers and pumice pol- 
ishers whose frames may adjoin those of the “ putty ’’polishers. 

There was mentioned to me one smoother who seemed 
especially susceptible to plumbism; his frame was next the 
“putty” frame. On removal to a distant frame his plumbism 
disappeared and the man who succeeded to his frame appeared 
to be immune. 

The removal of polishers and menders to a room by them- 
selves would eliminate this menace to the health of the smooth- 
ers who work near the polishers. 
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While the acid dipping is generally performed by employees, 
I observed in one factory that the junior member of the firm 
was dipping, and in another shop, where artistic goods are 
made, the proprietor prepares and uses his acid bath as occa- 
sion requires. Attention is drawn to this, as either of these 
men would be likely candidates for insurance, and but for their 
occasionally stepping into the rank with makers and mixers 
of chemicals, where the death rate is very high, would not be 
objectionable because of occupation. 

It will probably be just to consider the workmen in the great 
furnace-room as of several classes grading outward from those 
whose work lies nearest the furnace heat. 

The glass mixer who stands in the heat of the great furnace 
and shovels his product into the earthen pots; the boy or man 
who gathers the molten mass on his blow pipe and stepping 
back ten or fifteen feet hands it to his blower; the handler who 
works at his own furnace or oven and fuses the handle upon the 
cup, are all exposed to the extreme of heat, while those work- 
men nearer the side walls are merely working in a warm room 
—comfortably warm in winter, over-heated in summer; but 
these last are not expert workmen, they are merely laborers. 

The girls employed about these establishments demand a 
passing notice. 

In a shop where artistic decoration work is done, a few girls 
are employed; their work is not unlike that of those who hand- 
paint china, and they are exposed to the occasional unpleas- 
ant effects of turpentine and lead, though the head of the one 
shop for artistically decorated glass—and this shop a very 
small one—assured me that he had not been aware of any illness 
in his girls because of their occupation. In other shops girls 
and young women are employed in the stock rooms of the sev- 
eral shops where the finished product is wrapped in soft paper 
and stored on shelves, and they are also employed as previ- 
ously indicated. Only those who remove the finished glass 
from the dipping-room and those who apply the “‘stickers”’ call 
for more than passing consideration. The first are practically. 
never exposed, as the table from which they take their wares 
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is some feet away from the acid bath and they pass into 
another room with the article in hand. The second are 
exposed to the same possible dangers we all are from moist- 
ening postage stamps and handling currency, which is practi- 
cally nil. 

The registration law of Pennsylvania went into effect on 
January 1, 1906. There has been only one death from tuber- 
culosis at Honesdale since that date, and that was a glass 
worker, department not known, 31 years of age. 

Corning, New York, has a comparatively low death rate. 
The total deaths in three years were 596; of these, 26 men and 
13 women died of tuberculosis in the three years mentioned; 
of these 26 men, 5 were glass cutters, 5 were glass blowers, 1 
was a clay worker—a total of 11. Of these, 7 were between 
19 and 25 years of age, the remaining 4 ranging from 30 to 45. 

Local medical opinion claims that tuberculosis is compara- 
tively rare at Corning; the number of deaths attest the accu- 
racy of theimpression. Twenty-six men is not a large number 
in three years, but nearly one-half of these were glass workers, 
and glass workers do not form one-half the male population. 

No eye troubles are reported as referable to the intense heat 
and light of the furnace. 

Although many of these workers belong in the vicinity of 
their shops, they are, like all trade workers, liable to change 
to other shops and other localities. They are not so liable to 
change from one department of the work to another. 

The workmen at Honesdale and vicinity are too young to 
prove the assertion that at 50 or thereabouts they become mer- 
chants, etc., although the good wages they receive would seem 
to enable them to seek a less arduous calling later in life. At 
Corning one man at 73 sometimes earns $15 perday. Inthe 
older shops, like those at White Mills, I saw many men of 50 
and 60 years of age. 

Until time and experience offer us actual statistics, our intel- 
ligent conclusions must be based on a knowledge of the work- 
man’s particular duties, the evils to which he may be exposed, 
and, not least, his residence and its environment. 
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DISCUSSION. 


Dr. Marsh—The condition in southern New Jersey among 
the glass blowers is not as good as described by Dr. Alton. 
Intemperance is often marked among them. 

Dr. Wells—Among glass blowers there is an excessive mor- 
tality from pulmonary complaints, as shown by the records of 
the Glass Blower’s Protective Association. 


Moved by Dr. Morgan that a vote of thanks be 
given Dr. Alton for his excellent paper. Carried. 


Dr. Root—(Gave a short talk on the use of the sphygmoman- 
ometer, describing the various instruments and showing the 
application of its use to lifeinsurance. He described two cases 
—one 64, consulted him a year ago and blood pressure was 
found to be 180 mm. Six months later he had a cerebral 
hemorrhage. Second, a woman with blood pressure of 210 
mm. had the same history.) 

Dr. Van der Poel—(Spoke highly of its efficiency in the 
selection of risks.) 

Dr. Emory—tThere is considerable difficulty in applying it 
to general use among the field examiners. Temporary hyper- 
tension is also common, and is of very little consequence, but 
persistent hypertension is a serious sign and should disqualify 
from life insurance. 

Dr. Rogers—The use of the sphygmomanometer is of more 
consequence in the selection of risks than the analysis of the 
urine. Apoplexy can often be prognosticated a long time in 
advance of the attack. Hypertension is due in many cases to 
over-eating, and in many cases precedes Bright’s disease by 
years. 


Dr. Symonds offered the following resolutions: 


RESOLVED, That an abstract of the proceedings of each 
meeting, similar in scope to the volume already published, be 
printed as soon as possible after each meeting and distributed 
to the members. 

RESOLVED, That the present issue contain the report of 
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the Committee upon a standard table of heights and weights, 
and also Dr. Shepherd’s paper on the relation of height and 
weight to longevity. 

Moved by Dr. Rogers as an amendment that the 
Secretary communicate with all members of the Asso- 
ciation for any formal papers presented by them to 
the Association, and that those papers not yet pub- 
lished be printed in the present fasciculus. Carried. 

The resolutions as amended were then adopted. 

The tellers, Drs. Devendorf and Lounsberry, re- 
ported that the following officers were elected for the 
ensuing year: 


PRESIDENT. 
O. H. ROGERS, M.D. 


VICE-PRESIDENT. 
T. H. WILLARD, M.D. 


SECOND VICE-PRESIDENT. 
GEORGE WILKINS, M.D. 


SECRETARY. 
BRANDRETH SYMONDS, M.D. 


TREASURER. 
A. S. KNIGHT, M.D. 


EXECUTIVE COMMITTEE. 
W. R. BROSS, M.D. 
GEO. R. SHEPHERD, M.D. 
E. J. MARSH, M.D. 


Dr. Marsh announced that he would be unable to 
serve as member of the Executive Committee and 
tendered his resignation as such. 

Moved by Dr. Devendorf that the resignation of 
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Dr. Marsh as member of the Executive Committee be 
accepted. Carried. 

Dr. Symonds announced that he would be unable 
to serve as Secretary, and tendered his resignation as 
such. Moved by Dr. Morgan that the resignation of 
Dr. Symonds as Secretary be accepted. Carried. 

Moved by Dr. Frank Wells that the Association 
proceed to ballot for Secretary and for a third mem- 
ber of the Executive Committee. Carried. 

The tellers reported as the result of the supple- 
mentary election that the following had been elected: 


SECRETARY. 
W. E. PORTER, M.D. 


EXECUTIVE COMMITTEE. 
BRANDRETH SYMONDS, M.D. 


Moved by Dr. Toulmin that the date and place of 
the next annual meeting be left to the Executive 
Committee. Carried. 

The following resolution was offered by Dr. Clark 
W. Davis: 


RESOLVED, That a Committee be appointed by the Presi- 
dent to consider what tests for Albumin should be used where 
a report is made to the M. I. B. 

Moved by Dr. Willard as an amendment that the 
matter be referred to the M. I. B. Committee for re- 
port at the next meeting, and that the test for sugar 
be included inthe report. Carried. 

The resolution as amended was then adopted. 

Moved by Dr. Symonds that Dr. Whitney be al- 
lowed to be present at the dinner. Carried. 

Adjourned sine die. 
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The annual dinner was held in the evening at the 
Café Des Beaux Arts, Dr. Porter acting as chairman 
of the Dinner Committee. Presicent Dr. John W. 
Fisher presided as toastmaster and called upon vari- 
ous members for remarks. Formalities were care- 
fully avoided and the result was a most enjoyable 
socialevening. The following members were present: 


John W. Fisher, M.D. Frank Wells, M.D. 
Thomas H. Willard, M.D. Oscar H. Rogers, M.D. 
Geo. Wilkins, M.D. H. Cabell Tabb, M.D. 
Algernon Woolverton, Z. Taylor Emery, M.D. 
M.D. John P. Munn, M.D. 
Albert Wood, M.D. A. §. Knight, M.D. 
H. A. Pardee, M.D. Frank S. Grant, M.D. 
Brandreth Symonds, M.D. Charles D. Alton, M.D. 
Harry Toulmin, M.D. R. L. Lounsberry, M.D. 
Jas. D. Thorburn, M.D. Edwin W. Dwight, M.D. 
W. Evelyn Porter, M.D. Faneuil S. Weisse, M.D. 
Wm. D. Morgan, M.D. Wyeth E. Ray, M.D. 
Francis D. Merchant, Henry Colt, M.D. 
M.D. Fred’k W. Chapin, M.D. 
E. L. Fisk, M.D. Thomas C. Craig, M.D. 
W. H. King, M.D. Jos. Kucher, M.D. 
W. S. Manners, M.D. W. W. Knight, M.D. 
Chester F. S. Whitney, M.D. 


In accordance with resolutions recorded, the fol- 
lowing papers read at previous meetings of the Asso- 
ciation and not published in the 1906 bound volume 
of the proceedings are herewith inserted. 
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To The Association of Life Insurance Medical Directors. 

GENTLEMEN:—Your Committee, appointed two years ago- 
to tabulate statistics of height and weight with chest and ab- 
dominal measures at different ages, would respectfully 


REPORT. 


Promptly after our appointment blank tables were prepared 
and distributed among the companies of this Association, with 
the request that each company transfer to these blanks the 
height, weight, chest and abdominal girth, and age, of at least 
five thousand applicants who had been accepted for insurance. 
Our request met with a favorable response from twenty-four 
companies, and in a reasonable length of time the data were in 
our possession, making a total of 79,412 male measures taken 
from application blanks, 5,250 of these being the results of 
actual weighing and measuring at the time of examination in 
one office. There were also 3,016 tabulations of females. 

In analyzing this material it was thought best to make three 
tables: Table 1 showing the results of 74,162 measures taken 
from the examination blanks; Table 2 exhibiting the results of 
the 5,250 actual measures and weights so kindly furnished by 
one of our large New York companies; Table 3, of females. 

Reviewing the summary as shown in Table 1 we find that in 
most instances the numbers under observation are sufficient to 
make the results conclusive, except at the extremes of age and 
height, and here the general relation established in the middle 
heights and ages will enable us to estimate quite accurately 
the nee ied corrections. So that so far as this portion of our 
work is concerned it may be accepted as satisfactory. 

A study of this table shows us that there is a steady increase 
in weight with the advance of years in adult life up to about 
sixty or sixty-five, after which there may be a slight decrease 
in weight. Unfortunately at these advanced ages the numbers 
observed are too small to enable us to state, positively, that 
decrease is the rule. It is evident that a somewhat lighter 
weight for the short men and the young men, and a heavier” 
weight for the tall men and the old men, than that indicated by 
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the tables in general use is a normal condition; and in these 
tespects the old tables need revision. For example, 5 feet 2 
inches in the old tables give a weight of 125 pounds; our table 
shows 124 pounds to be the average of 164 applicants at ages 15 
to 24, which is increased to 135 pounds at 4o to 44, and 142 
pounds at 60 to 64. Five feet 8 inches in the old tables is 148 
pounds; our table shows 146 pounds to be the average of 
1872 applicants aged 15 to 24, while the average of 84 appli- 
cants, ages 60 to 64, is 164 pounds. Once more, 6 feet in the 
old table is 170 pounds; our table shows the average of 1141 
applicants, ages 15 to 24, to be 165 pounds. From 4o to 44 
this has increased to 180 pounds, and at ages 60 to 64 reaches 
191 pounds. It will be noted by these figures, not only that 
the weight increases with age, but also that the average of 
weight is greater than given in the old tables. 

In our deductions from this it will be well to remember that 
the tables presented to-day are based upon selected lives, and 
that the tendency in life insurance is always toward the heavier 
tather than the lighter weights. Just how the old averages 
were obtained your committee is unaware, but it is fair to pre- 
sume that they were based upon general rather than selected 
lives. The maximum and minimum chest girths give an average 
that corresponds quite closely with the medium chest circum- 
ference in our standard tables, and, therefore, may be passed 
without comment. 

We are not aware of any previous compilation of abdominal 
measures, hence our table supplies a lack of some considerable 
importance, and will, we think, prove of value. If the figures 
of abdominal girth are observed it]will be seen that they keep 
under the maximum chest very uniformly at all ages, hence the 
popular opinion held by most examiners that abdominal cir- 
cumference after sixty years of age usually exceeds the highest 
chest circumference tis shown to be erroneous. The man 
whose abdomen measures;more than his chest is an abnormal 
tisk at any age, and, conversely, the risk showing the abdom- 
inal girth much under the minimum chest is likewise unnatural. 
If you raise the criticism again that these are selected risks, 
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while admitting the same, we may still find in these figures. 
the very positive declaration that medical examiners regard 
with suspicion an abdominal circumference outside of the chest 
extremes. 

It was feared by some that the figures contained in our ex- 
aminers’ reports, being often stated by the applicant, instead of 
the result of actual weighing and measuring by the examiner, 
would prove deceptive and destroy the value of this work, 
therefore Table 2 was constructed of data known to be accurate, 
in order that it might be a check upon the first table. Unfor- 
tunately the number observed was too small to make this result 
of great value as a whole. but some portions of this table are suf- 
ficiently ample for our purpose. Take 5 feet 6, 7, 8, and 9 
inches for instance, in Table 2, as compared with the same 
heights in Table 1, and it will be evident that no very great 
variation exists. Thus, while Table 2 is not all that we could 
ask, it nevertheless does serve to corroborate the first table. . 

The female measures shown in Table 3 are so inconsiderable 
in number that they have but slight value at the present time. 
They are printed simply to preserve them, as a nucleus, with 
the thought that in the future others may be added, and thus 
some conclusive result obtained. They show, however, the same 
general increase in weight with the advance of years, but the 
weight in proportion to height is very markedly lighter than 
in males. The average chest expansion is equal to that in 
men but the abdominal circumference rarely equals the min- 
imum chest. 

In conclusion we must acknowledge that this work has been 
a somewhat arduous one, but if the Association find, as we 
think they will, that the results are of value in giving us a clearer 
conception of the normal physique from early manhood to 
older age, your committee will rest satisfied. 

Gro. R. SHEPHERD. 
Joun W. BRANNAN. 
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THE RELATION OF BUILD (.£., HEIGHT AND 
WEIGHT) TO LONGEVITY. 


By Grorce R. SHEPHERD, M. D., 


Medical Director of the Connecticut Mutual Life Insurance Company, 
Hartford, Conn. 


The subject upon which your committee have asked me to 
speak to-day is: ‘‘The Relation of Build (7.e., Height and 
Weight) to Longevity,’’ an extremely important and interest- 
ing topic to us as insurance medical directors, and one deserv- 
ing of careful and thorough consideration. The request of 
your committee came to me in the midst of a very busy year, 
the most busy of my thirty-three years of professional life, and 
at a time when the cards upon which are tabulated the data 
of the company with which I am connected were so arranged 
in the working out of other problems that I could not make use 
of them for original investigation of this subject. 

Realizing that I must depend chiefly, therefore, upon the 
work of others, I looked in every direction for data, and have 
been rewarded by obtaining a little that was positive; more 
that was presumptive, and considerable that was speculative. 
Consequently our conclusions must be principally reached 
from individual opinion, opinion, it is true, based upon large 
experience and many years of careful observation, but lacking 
often in the scientific accuracy which one would be glad to 
show as a foundation for deductions. 

Two questions present themselves at the outset, the an- 
swers to which are essential to a proper understanding of the 
subject. 

First: What is the build of the normal man? 

Second: What is his expected longevity? 
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No. 1.—TABLE OF HEIGHT AND WEIGHT AT VARYING 
AGES. 


Based upon an Analysis of 74,162 accepted Male Applicants for 
Life Insurance, as reported to The Association of Life Insurance 
Medical Directors, 1897. 

The Light Figures are 20 per cent. over and under the average. 








AGES 1) 5-24 2; 5-29 |30-34 | 35-39] 40-44] 45-49] 50-54] 55-59 60-64) 65-69 
| 96 | 100 | to2 | 105 | 106 | 107 | 107 | 107 | 105 

120 | 125 | 128 | 131 | 134 | 134 | 134 | 131 
144 | 150 | 154 157 161 161 | 161 157 
98 | ror | 103 | 105 | r09 | 109 | 10g | 107 
122 | 126 | 129 | 131 136 | 136 | 136 | 134 
146 | 151 | 155 | 157 163 | 163 | 163 | 161 
99 | 102 | 105 | 106 Ilo | IIo | 110 | IIo 
124 | 128 | 131 | 133 138 | 138 | 138 | 137 
149 | 154 | 157 | 160 166 | 166 | 166 | 164 
Io2 | 105 | 107 | 109 tas. | aes. | 273 41 tra 
127 | 131 | 134 | 136 I4I | 141 | 14I | 140 
sa | 257 161 163 169 | 169 | 169 | 168 
105 | 108 | 110 | 112 55. | 276.1 276.) T15 
131 | 135 | 138 | 140 144 | 145 | 145 | 144 
157 | 162 | 166 | 168 m3 | 474 | 174 | 173 
107 | IIo | 113 | 114 118 | 119 | 119 | 118 
134 | 138 | 141 | 143 147 | 149 | 149 | 148 
161 | 166 | 169 | 172 176 | 179 | 179 | 178 
110 | 114 | 116 | 118 121 | 122 | 122 | 122 
138 | 142 | 145 | 147 I5I | 153 | 153 | 153 
166 | 170 | 174 | 176 181 | 184 | 184 | 184 
114 | 118 | 120 | 122 125 | 126 | 126 | 126 
142 | 147 | 150 | 152 150 | 158 | 158 | 158 
170 | 176 | 180 | 182 187 | 190 | 190 | 190 
117 | 12x | 123 | 126 129 | 130 | 130 | 130 
146 | 151 | 154 | 157 161 | 163 | 163 | 163 
175 | 181 | 185 | 188 193 | 196 | 196 | 196 
120 | 124 | 127 | 130 133 | 134 | 134 | 134 
150 | 155 | 159 | 162 166 | 167 | 168 | 168 
180 | 186 | 191 | 194 199 | 200 | 202 | 202 
123 | 127 | 13% | 134 137 | 138 | 138 | 139 
154 | 159 | 164 | 167 171 | 172 | 173 | 174 
185 | 191 | 197 | 200 205 | 206 | 208 | 209 
127 | 131 | 135 | 138 142 | 142 | 142 | 144 
159 | 164 | 169 | 173 177 | 177 | 178 | 180 
191 | 197 | 203 | 208 212 | 212 | 214 | 216 
132 136 | 140 | 143 146 | 146 | 146 | 148 
165 | 170 | 175 | 179 183 | 182 | 183 | 185 
198 | 204 | 210 | 215 218 | 220 | 222 
136 145 | 148 ZSO | 5X | TST 
170 | 177 | 181 | 185 189 188 189 189 
217 | 222 226 | 227 | 227 
138 154 155 | 155 | 154 
I 192 196 | 104 | 194 | 192 
226 | 230 233 | 233 | 230 
156 | 160 16x | 158 
190 | 195 | 200 204 | 201 | 198 
234 | 240 241 | 238 








5ft.o in. 





176 | 184 
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No. 2—AMERICAN TABLE OF MORTALITY. 





Per cent. Expecta, | Surviv- Per Cent. |Expecta- 
tion of ||} Age. ing. f tion of 


Surviv- ° 
i Life. Mortality. Life, 


° 
ing. Mortality. 





| 
| 
| 


xe 
100,000 -7490 | 48.7 64,563 1.8571 17.4 


62,104 2.1335 16.0 
60,779 2.2936 | 15.4 
595385 2.4720 14.7 


98,505 7543 | 47-4 
97,762 7569 | 46.8 
97,022 -7596 | 46.2 


57917 2.6693 | 14.1 
56,371 2.8880 | 13.5 
94,818 -7688 | 44.2 545743 3.1292 12.9 
94,089 7727 | 43-5 | 53,030 3-3943 | 12.3 
93,362 7795 | 42.9 | 51,230 3-6873 | 11.7 


96,285 -7634 | 45-5 
954552 -7661 | 44.9 


| 
| 
| 
99,251 +7516 | 48.1 | 63,364 1.9885 16.7 
| 
| 
| 
| 
| 
| 


92,637 7805 | 42.2 49,341 4.0129 
91,914 7855 | 41-5 47,361 4.3707 
g1,192 7906 | 40.9 45,291 4-7047 
90,471 7958 | 40.2 43,133 5.2002 
89,751 Sort | 39.5 40,890 5.6762 


HoH 
Ow 
nH 


ied 
On 


89,032 .8065 | 38.8 38,569 6.1993 
88,314 8130 | 38.1 36,178 6.7665 
87,596 8197 | 37-4 335730 73733 
86,878 | .8264)| 36.7 31,243 8.0178 
86,160 | .8345 36.0 28,738 8.7028 





85,441 | .8427| 35.3 26,237 9-4371 
84,721 | .8510| 34.6 23,761 10.2311 
84,000 .8607 33-9 21,330 11.1064 
83,277. | .8718| 33.2 18,961 12.0827 
82,551 | .8831 32.5 16,670 13.1734 


81,822 .8946 31.8 14,474 14.4466 
81,090 .9089 | 31.1 12,383 15.8605 
80,353 9234 | 30.3 10,419 | 17.4297 
79,6011 .9408 | 29.6 8,603 19.1561 
78,862 9586 | 28.9 6,955 21.1359 


Qww pp FUMn an A~rs1 C00 61 
HPNOR NST HUO WwW WHAON 


78,106 9794 | 28.2 5485 23.5552 
77,341 .0008 | 27.5 4,193 26.5681 
76,567 .0252 26.7 3,079 30.3020 
75,782 .0517 26.0 2,146 34.6692 
74,985 0829 | 25.3 1,402 | .39.5863 


HH NH DD 


74,173 1163 | 24.5 847 | 45-4545 
733345 -1562 | 23.8 462 53-2468 
72,497 -2000 | 23.1 216 | 63.4259 
71,627 -2509| 22.4 79 | 73-4177 
70,731 -3106 | 21.6 21 85.7143 


AWOKE TUOKAD 


OOH HH 


69,804 1.3781 3 | 100.0000 
68,842 1.4541 
67,841 1.5389 
66,797 | 1.6333 
65,706 1.7396 


° 
an 
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The first of these questions has been answered for us by the 
investigations of your committee, as reported by Dr. Brannan 
and myself to this Association in 1897, on “‘ Weight, with Chest 
and Abdominal Girth, in their Relation to Height and Age.”’ 
These tables (Nos. 1 and 2) represent the results of the exami- 
nation of 74,162 males, selected risks for life insurance, who 
were weighed and measured with ordinary clothing on and in 
their shoes. It is a practical working table for medical exam- 
iners’ use, and shows the build of the average man at varying 
ages. 

I think you have all been supplied with the printed cards 
showing the tabulated weights at different ages (Table 1) as 
arranged by our Actuary, Mr. D. H. Wells, from the figures our 
committee reported, and which were printed and sent to you 
by courtesy of the Connecticut Mutual Life Insurance Com- 
pany. By this table it will be noticed that after the age of 49 
there is but slight change in build, so that Mr. Wells suggested 
a very convenient tabulation exhibiting the healthful average 
relation between height and weight at the age of 47 years and 
upwards. For younger ages subtract half a pound for each 
year of age under 47, and you have results that will correspond 
almost exactly with the larger table: 











Height. Weight. Height. Weight. 
§ it. 134 sft, ~S.4n. 162 
ett, iat. 136 sft. gin 167 
sft. 2 in. 138 5 ft. 1o in. 172 
¢ dt.. gan. 141 5 ft. rr in. 178 
sft. 4 in. 144 6 ft. 183 
sit. sn. 148 6ft. 1 in. 188 
s ft. 6 in. 152 Git. 240. 194 
Sit. 9 in. 157 Gt, 340. 200 





The old tables of height and weight were based upon the 
measurements of unselected risks at thirty years of age, 
that being considered as the age of completed growth and 
physical development, and it is interesting to notice the close 
correspondence of our tables with those formerly used at that 
age. Taking, then, these figures as tabulated for our Associa- 
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tion to represent the normal man, we next inquire, ‘‘ What is 
his expected longevity?’’ The American table (No. 2) places 
the expectation of life for a man aged 30 as 35.3 years, bringing 
him up to 65.3 years as the average age of that man. By this 
same table the average age at death of men exposed between 
the ages of 30 to 39 will be 66.6 years, and the average age at 
death of those exposed from 40 to 49 years of age, inclusive, 
will be 69.4 years, total from 30 to 49, inclusive, being 68 
years. 

In the experience of the Connecticut Mutual Life Insurance 
Company, of 1436 deaths of applicants insured at ages 30 to 
49, inclusive, and dying during the years 1897 and 1898, the 
average age at death was found to be 66.8 years. 

Dr. Marsh has kindly sent me, from the experience of the 
Mutual Life Insurance Company, data compiled from applica- 
tions of 1724 risks 35 years of age and upwards, insured from 
1864 to 1867, showing that 68.62 per cent. died at an average 
age of 65.63 years. Both of the foregoing correspond very 
closely with the American table. 

Taking, then, our table of heights and weights, and the Amer- 
ican table of mortality to represent the normal man and his 
expectation of life, our next inquiry is, ‘‘How are these conclu- 
sions modified by variation in height and weight?’’ What 
we need is to show the number exposed, the age at entrance, 
the number of normal weights, the number of over and under 
weights, the number dying in each class, and the average age 
at death for each class. Unfortunately I can find no statistics 
of this kind, and, as I have before stated, my own time and the 
facilities at hand were not sufficient to permit of gathering 
them to use at this meeting. At no very distant day it is the 
expectation of our Company to have all their experience com- 
pleted, and thus be able to supply whatever is needed for the 
illustration of these and many other important considerations. 

Some experience of the Mutual Life, kindly given me by Dr. 
Marsh of that company, is, however, of value regarding over- 
weights. It is as follows: 

“Tables compiled from applications of risks 35 years of age 
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and upwards, insured from 1864 to 1867, each case having been 
followed on registers to ascertain present status: 

Table compiled to determine the influence of family lon- 
gevity, and without any reference to the personal condition, 
may be regarded as a fair standard of average risk: 

Average age 


Total. at 
Issue. Death. 


40.89 


46.11 65.63 





44.32 


Table to represent risks insured at the same period, and in 
all respects similar, except that the individuals were twenty- 
five per cent. above the standard weight: 

Average age 
at 
Issue. Death. 
40.44 


46.49 66.13 


45-4 
Dr. Fisher has also kindly sent me a table giving the expe- 
rience of the Northwestern Mutual Life Insurance Co., which 
is as follows: 


Heavy Weicuts—Issves 1858 To JAN. 1, 1886 (ALL TAKEN AS 
EXxcEPTIONALLY Goop Risks). 


Extraordinary record: Expected Actual. 
Excess 1 to 1o lbs $131,422 $138,678 
Excess 11 to 20 lbs 87,750 89,150 
Excess over 20 Ibs...... 92,236 103,000 

Usual family record: 

Excess 1 to ro lbs 244,845 283,425 
Excess 11 to 20 lbs 142,311 202,073 
Excess over 20 Ibs....... 139,106 258,653 


$1,074,979 
237:3099 
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“Extraordinary’’ means neither parent reported dead under 70. 

“Usual’’ means at least one parent reported dead under 70. 

“Expected’’ is taken at 50% of table for first year of insurance, 75% 
for next four years, and 90% thereafter. 

This is probably higher than the Company’s average on acceptable 
risks. 

Taking the ‘“‘expected”’ at 80% of table would show excess of rather 
over $250,000 losses. 


This is an extremely interesting statement, showing, as it 
does, the value of the family record in the selection of risks, 
and will be referred to again later on. 

Table showing 1646 deaths occurring in the experience of 
the Connecticut Mutual Life Insurance Company for the years 
1896, 1897, and 1898, of applicants insured at ages 25 to 49, 
inclusive, classified by weight: 


Average age Expecta- 
at tion.* 
Total. Issue. Death. 
194 26.8 53.3 64.6 
Normai weights 642 35-6 62.7 67.2 
582 VN ae Vie 69.4 
3 26.9 Sa: 64.2 


9 45-5 72. 
13 26.9 46. 


69.7 
64.2 


6 

o 

20 per cent. or more under weight 14 33.9° 63.5 66.3 
7 
4 


20 per cent. or more over 
36.1 62.1 67.2 
114 47-3 69.2 70.2 
*By American table. 
Thus making a net loss for normal weights of 14.2 years, for 
underweights a loss of 9.4 years, and for overweights of 23 years. 
This table is introduced as showing that from our mortality 
records the overweights are clearly less desirable than either 
the normal or the underweights. It is noticeable that at the 
older ages both the normal and the underweights exceeded their 
expected age at death. 
The mortality experience of the Connecticut Mutual shows, 
also, that of 18,169 males who were normal in weight 2.8 per 
cent. attained the age of 80 or over, while of 2436 who were 
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over weight only 2.5 per cent. attained that age, and of 270 
underweights but 2.2 per cent. reached the age of 80 years at 
death. 

Another table, compiled by my associate, Dr. Root, in 1898, 
from 1386 males insured from 1870 to 1879, taken at random 
without any selection, is as follows: 

Per cent. 
Class. Exposed. Living. Dead. Living. Dead. 
Normal weights 1,092 io) ie) ie SD 
20 per cent. or more under 
18 5 3.3 2E.7 


86 60 26 69.8 30.2 


Thus it appears that there is something in the makeup of 
these abnormal weights which reduces their stamina and ren- 
ders them more susceptible to disease and death. It will be 
instructive to glance at our mortality records and see what are 
the diseases of which these men die. 

Table showing percentage of deaths among 26,222 dying 
from all causes, classified as over- and under-weights, 7. ¢., 20 
per cent. variation from normal. Experience of the Connect- 
icut Mutual Life Insurance Company, 1846 to 1895, inclusive: 

Class. Underweight Overweight 

per cent. per cent. 
Tuberculosis 22. Zt. 
Rheumatism and Gout 2.2 2. 
Diabetes 0.0 2, 
Nervous diseases 14. 23. 
Heart disease 6. re. 
All circulatory diseases 7. 17. 
Pneumonia 12. 6. 
All respiratory diseases 16. 9. 
Digestive diseases 7. 8. 
Kidney diseases 5. 9. 

Thus it will be observed that more than half of the under- 
weights died of tuberculosis, respiratory and nervous diseases, 
while a marked majority of overweights died of nervous, 
circulatory, kidney, and respiratory diseases. Twenty-eight 
per cent. of all our deaths from diabetes were found among the 
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overweights, and not one death among the lightweights. Un- 
der the head ‘‘Lipemia’’ Professor Osler says in his Practice 
of Medicine, ‘‘In a considerable proportion of the cases of dia- 
betes the subjects have been excessively fat at the beginning 
of or prior to the onset of the disease. It must be remembered, 
however, that a trace of sugar is not very uncommon in obese 
persons. This so-called lipogenic glycosuria is not of grave 
significance, and is only occasionally followed by true diabetes.” 

The experience above given would make us careful, notwith- 
standing the opinion of Dr. Osler, and particularly so since 
fifty per cent. of our cases did not attain the age of sixty years. 

In correspondence with some of our examiners I propounded 
the following questions: 

1. What, in your judgment, are the diseases or pathological 
conditions to which people of overweight are most liable? 

2. What diseases or pathological conditions, in your judg- 
ment, are people of underweight most prone to develop? [| 

3. In your judgment, are people who are over weight likely | 
to live longer than those who are to an equal degree under '’ 
weight? 

One of the gentlemen, Prof. W. W. Keen, of Philadelphia, 
responded as follows: 

“My DEAR Dr. SHEPHERD: 

‘“‘1. Fatty infiltration of the heart, emphysema of the lung, 
apoplexy, renal diseases, and diabetes would be the diseases to 
which overweighted persons would be liable. In addition to 
this, they have markedly lessened resistance to accident and 
disease, and would succumb where the over-thin would prob- 
ably pull through. 

‘* 2. The over-thin people are more liable to pulmonary dis- 
eases, especially tuberculosis, and possibly to fatty degenera- 
tion of the heart. 

“3. Decidedly, I should say no. 

** Yours truly, 
“W. W. KEEN.” 

Prof. James T. Whittaker, of Cincinnati, replying to a simi- 
lar letter, wrote as follows: 
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“Dear Dr. SHEPHERD: 

“It gives me great pleasure to attempt to answer your three 
questions as follows: 

“1. Individuals of overweight are more liable to all the 
changes which belong to fatty infiltration and degeneration, 
especially of the heart, and to premature arterio-sclerosis 
with its various lesions and remote effects; also to chole- 
lithiasis. 

‘9. Individuals of underweight are, other things being equal, 
rather more prone to suffer tuberculosis, and if in the laboring 
class to heart strain and hypertrophy from overwork. 

‘“*3. Individuals underweighted live longer than those to 
an equal degree overweighted, as the overweighted are handi- 
capped in every direction, especially by their inability to ad- 
just their exercise, and hence by the accumulation of fat. The 
increasing indoor life of modern civilization, with its defective 
oxygenation, gives the advantage to the individual of under- 
weight. So, in my judgment, ceteris paribus, the lean live the 


longer. 
“Yours sincerely, 


Jas. T. WHITTIER.” 

It may be interesting to consider for a moment some of the 
causes of these variations in build. 

There is the influence of heredity which is frequently well 
marked, all the members of a family sometimes for several 
generations showing this as a characteristic both in light and 
heavy weight. Not infrequently this is coupled with longev- 
ity, the individuals being of the thin, wiry, tough race, who 
endure well the hardships and labor of life, or, less frequently, 
of the opposite build, heavy frame, well-developed muscle, 
large chest capacity, and great endurance. But, on the other 
hand, there is a class in which the ancestry has been short- 
lived, tuberculosis and nervous diseases being found among 
those of the one class, and heart disease, apoplexy, and renal 
troubles with the other. These must be looked upon with 
great suspicion. 

Underweight is often the result of digestive disorders caus- | 





Shepherd—Relation of Build to Longevity 57 


ing malnutrition, spirit-drinking, poor and insufficient food, 
and overwork. 

Over-indulgence in food and drink, particularly if the food 
be starchy or saccharine, and the drinking of malt liquor, is 
a frequent cause of obesity. Butchers who spend much of 
their time in the slaughter-house are usually of heavy build. 
Some men take on fat quite suddenly, owing to change in 
habits of life. Such risks are always hazardous. The mus- 
cles are weak and hernia is of frequent occurrence. 

There appears to besome reason to believe that there is a 
class of lightweights who are of a wiry, tough make-up, mostly 
bone and sinew, who have good resisting power and are long- 
lived, like their ancestors; and also that we do occasionally 
see a man of heavy build which is chiefly bone and muscle, 
with a large frame and unusual development. These men 
form a class by themselves, and are not always poor risks. 

For many years it has been a settled opinion among many 
insurance examiners that light weight meant liability to con- 
sumption, and probably every company has declined to take 
such cases as a rule, accepting only such as could show an an- 
cestry free from taint, particularly of tubercular disease, and a 
personal record that was equally clear. On the other hand, 
many companies have regarded heavy weight as a redeeming 
feature in a tubercular family, and when not so associated . 
they have considered it chiefly due to muscle and bone, as the 
agent, and not infrequently the Medical Examiner, are so prone 
to assert. For this reason many heavy men have been in- 
sured as good risks, when their thin brothers were turned 
down as poor ones. Hence the number of heavyweights ex- 
ceeds very greatly those of light weight in our statistics, but it 
appears quite clear from what is here presented that this has 
been a mistake. The over and the underweights alike are | 
abnormal risks, and should be considered as giving evidence | 
of susceptibility to disease, with lessened vital resistance, par- 
ticularly so if the family history is other than first class. The 
value of family history is beautifully illustrated in the ta- 
ble furnished by the Northwestern. When the family record 
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| was “extraordinary,” neither parent having died under 70, 
| the overweight was comparatively of small moment, but 
in the second class, where at least one parent had died under 
70, the result was marked. 

Lightweights may be said to be poor risks for the following 


reasons: 
| First: They are abnormal and die short of their expectation. 
| Second: They are prone to develop tuberculosis and ner- 
| vous diseases. 

Third: They are frequently underfed and overworked. 

_ suffering from malassimilation. 

Fourth: They are usually of a very nervous temperament, 
and so wear out quicker than men of ordinary build. 

The overweights are poor risks because: 

\ First: They are abnormal. 
| Second: They are prone to develop heart disease, apoplexy, 
and premature arterio-sclerosis. 

Third: They are peculiarly liable to diabetes, rheumatism, 
and lithemia. 

Fourth: They take insufficient exercise and eat heartily as 
a rule, and frequently are intemperate in the use of stimulants, 
particularly of malt liquors. 

Fifth: They succumb easily to accidents and surgical op- 
erations. 

In conclusion, therefore, we would say, first, that a variation 
of more than twenty per cent. from our table in either direc- 
tion should decline a life risk, except in the few rare instances 
where the build is a family characteristic coupled with long- 
evity; or, second, in overweights, since the diseases to which 
they appear to be chiefly predisposed are due to changes that 
appear after middle life, as a rule, even when the family history 

is not extraordinarily good, many may safely be given a policy 
| to terminate at about fifty years of age. 


DISCUSSION. 


Dr. Edward H. Hamill—We have been much interested in 
the facts set forth in Dr. Shepherd’s paper; to properly com- 
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ment upon it one should have the paper before him for careful 
perusal. 

All will admit that an arbitrary standard giving a definite 
weight for a given height could not possibly be chosen for prac- 
tical use. The standard must of necessity be elastic. A yard 
measure must be 36 inches, no more, no less; this is an arbi- 
trary measure. The proportion between height and weight 
must be, however, within certain limits, 7. e., it must be elastic. 
It could not be fixed arbitrarily, as in a height of 5 ft. 8 in. at 
155 lbs., or any other figure. Such an arbitrary standard, 
without elasticity, would lead to the rejection of ‘‘first-class’” 
lives beyond that warranted by plain common-sense, as well as. 
medical evidence. No company doing business has an arbi- 
trary standard of weight and height. All have necessarily a 
minimum, a standard and maximum weight for each inch of 
height; usually the table of weight increases 5 lbs. for each 
increase of one inch in stature. 

There are sound reasons for the practice of an elastic stand- 
ard in so far as weight is concerned compared with height. 
The factors entering into such consideration regardless of all 
other features are: 

First—Heredity: Certain families are peculiarly thin, lean, 
tall, short; certain others are heavyweights. The element of 
heredity plays an important réle in determining the configur- 
ation and of necessity the weight of an individual. The grey- 
hound and the mastiff are illustrations in the animal kingdom 
of this fact. The same physiological law governing the brute 
governs the man. 

Second—Age: It is a conceded fact that a young man ofa ; 
given height is lighter in weight at 25 years of age than he will | 
be at 45—the natural tendency being to increase in weight. 
with years. 

Third—Occupation: The man who toils with his muscle, — 
other things being equal, cannot be expected to gain weight © 
with age as the man who does no manual labor. The person 
leading a sedentary life will increase in weight while another 
who is called to perform arduous toil would not increase, 
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' ‘because of his life of toil. A banker, a broker, a lawyer, a mer- 
chant will develop avoirdupois while the carpenter, machinist, 
and heavy laborer will keep his weight down because of his 
work. The trained athlete is not a heavyweight. 

Fourth—Climate: Persons living in hot countries will 
average less in weight than those who live in a more temperate 
clime. The citizens of our Southern States will not average as 
high in weight as those of the Northern States of same age and 
height, the effect of climate being markedly perceptible in this 
_ particular. 

Fifth—Sex: The female is not so heavy as the male. 

In determining, therefore, the significance of weight alone in 
a given individual all these and other circumstances should be 
taken into consideration. Less suspicion is attached to light- 
weights at younger ages for the reason above noted. Due 
consideration of these facts prompted a table of heights and 
weights of practical use; one that, while recognizing a stand- 
ard, recognizes also a departure from that standard within 
certain bounds. 

Our aim should be in matters of this kind to derive a prac- 
tical result—in other words, to get hold of something that we 
can use from day to day at the desk. In so far as lightweights 
are concerned we must confess that we are more afraid of them 
than of overweights. We cannot accept as conclusive the de- 
ductions drawn by Dr. Fisher, as a result of an investigation 
made by him along this line. The data seem to us to be 
insufficient. 

If we remember correctly, in a paper read before this Asso- 
ciation by Dr. Marsh, also in a paper of similar character read 
by the speaker, it was shown in both instances after investiga- 
tion that although a party may have had in the family history 
| one or more deaths of consumption, yet if the applicant ap- 
proached or exceeded the standard weight, the probability of 
his death from phthisis was removed as his weight approxi- 
mated or exceeded the average or standard weight of the table. 

On the contrary, where light weight was shown, 7. ¢., weight 
below the standard, combined with the death of one or more 
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persons in the family, the tendency toward phthisis was clearly 
shown. Would it not, therefore, be good practice to regard 
standard weight in an individual as offsetting largely a single 
death in the family record? , 

Again, no matter what the weight may be one should not 
lose sight of the fact that it is now almost universally conceded 
that phthisis is a disease caused by specific infection. 

It has been claimed that a person whose weight falls below 
the normal standard will be more liable to die from tubercular 
disease than one whose weight is above the normal standard. 
This broad proposition has been made. We are not prepared: 
to accept it. Itis true provided there is shown a tendency 
towards phthisis in the family record. It is not true unless 
such tendency is shown. 

We shall derive very much pleasure in the careful reading of 
Dr. Shepherd’s paper. We take issue with none of the points 
that he has made. 

Dr. O. H. Rogers—Should the question ever be asked, ‘“What 
has this Association done to justify the time and earnest work 
its members have put upon it?” an answer could easily be found. 
in a single one of its achievements—the work of its committee 
on a standard table of heights and weights. This committee, 
Drs. George R. Shepherd and John W. Brannan, accumulated 
from the companies represented in the Association the re- 
corded heights and weights of 74,162 insured males and 3016 
insured females. The material thus brought together and | 
tabulated constitutes one of the most valuable contributions | 
that has ever been made to a definite knowledge of our spe- 
cialty. Before the completion of the committee’s labors we 
had but a vague idea of the influence of age upon weight, and 
we used a standard table in which no account was taken of 
that important factor. We now know exactly how great this 
influence is. 

As a small contribution to this discussion I am very glad to: 
be able—through the courtesy of my superior officers—to lay 
before you a graphic table of heights and weights which has: 
been in use in our Medical Department during the past two 
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years, and has been found of great convenience in measuring 
current business and, especially, in determining the degree of 
over or under weight of lives much above or below the stand- 
ardin weight. This table is based upon the material accumu- 
lated by Dr. Shepherd’s committee. 

An ideal table of heights and weights should give not only 
the normal weight due to any height and at any age, but, 
in cases of over and under weight, it should tell us also the 
degree of departure from the normal; whether, for example, 
a person is 30 % or 45 % overweight, or 25 % or 35 % under- 
weight, and we should be able to ascertain these percentages 
without the trouble of making a calculation to determine them. 

Before describing the table itself, I should like to encroach 
upon your time long enough to describe the steps taken in its 
construction. You will recall that, in the committee’s report, 
the material was arranged in tabular form under height groups, 
—s’, 5’ 1”, etc., up to 6’ 3” , inclusive; and that each one of 
these height groups was divided into ten age groups,—15 to 
25, 25 to 29, 30 to 34, up to 65 to 69, inclusive. The first 
problem was to determine the relations between these various 
groups. For example: ifa person 5’ 5” in height at 20 years 
of age weighs normally 130 lbs., what ought he to weigh at 
5’ 6” in height, at 5’ 7” in height, etc.? If this same person 
weighs 130 lbs. at 20 years of age, what should he weigh at 40 
years of age,—at 60 years of age, etc.? Having ascertained 
these relations and thus established the build of a normal man, 
the next problem was to construct a table which should express 
these relations for every age and for every height. 

In order to accomplish this I first ascertained the percentage 
increase of weight due to one inch in height. I did this by 
comparing each age group with the corresponding age group 
at one inch higher. Carrying out this process through the 
entire committee table I found—and this is probably a law— 
that for each inch in height at any given age a man should in- 
crease 3 % in weight (the exact fraction is .o312) in order that 
his proportions may remain the same. Having established 
this relation between the various height groups, it was a simple 
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matter to consolidate all of the committee’s data into a single 
central height group. By reference to the committee’s table you 
will see that the greatest number of cases in any height groups is 
at 5’ 8”, and that the numbers at 5’ 7’, 5’ 6", 5’ 9’, 5’ 10”, etc., 
are smaller in proportion to their distance from the group 5/ 8.” 
The mean height of insured lives in this country is, therefore, 
5’ 8”, and for that reason I reduced all of the data to that 
height. This process of consolidation was accomplished by 
making use of the fraction .0312 to increase the weights of the 
groups below 5’ 8” and to decrease correspondingly the 
weights of the groups above that height. In this way the 
5’ 7” groups were converted into 5’ 8” by multiplying by 1.0312 
and so on. 

The next step, as I have already stated, was to ascertain the © 
normal increase of weight due to increase of age. Givena 
person 20 years of age and of any height and weight, what 
should he weigh at age 25, at age "30, etc.,—assuming that 
his proportions remain the same. The committee’s data were 
divided into ten age groups,—ages 15 to 24 in the first group, 
ages 25 to 29 in the second, etc. Of course a person at age 15 
does not weigh as much as at age 24. The average weight, 
therefore, of the group 15 to 24 does not apply to all persons 
in that group, but only to the center of gravity, so to speak, of 
that group. Having ascertained this centre for each group, 
it became a simple matter to determine the weights at all other 
ages. 

This double process of reducing all of the data to one height 
group—s’ 8”—and of fixing the weights at ages 20, 30, 40, 50, 
and 60 years for that height, gave me a single group based on 
the testimony of about 75,000 lives, and it was a simple task 
by reversing the process of reduction already described to 
ascertain the weights at the various ages for 5’ 7”, 5’ 8”, 5’ 9”, 
5’10”",etc. I think that I have said enough here to indicate to 
you the line of argument and the methods pursued in the 
construction of this table. 

With regard to women, the data were treated in the same 
manner as those which apply to men, but the amount of ma- 
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terial is so small that we cannot be very confident of results. 
All we can say is that they probably represent the facts more 
nearly than anything to which we have so far had access. 

To illustrate how the normal weights are represented on this 
graphic table, take, for example, the red height line 5’ 3 . 
The lowest point on that line marks its intersection with the 
age 20 line for women. That point of intersection lies just 
below. 120 Ibs. We read, then, that a woman 5’3 in height 
and 20 years of age should weigh 119 Ibs. In the same way 
the age 20 line for men intersects the height line 5’ 3 , at 131 
Ibs.; the age 30 line for men intersects the height line 5’ 3 at 
131 lbs., and so on, up to the intersection of the age 60 line for 
men, which is at 141 lbs. The weights for the intermediate 
ages are, of course, found at corresponding intermediate points. 
The method of reading the table which I have illustrated on 
the 5’ 3 line holds true for any other height line, and in this 
simple way the normal weights may be found for any height 
at any age. 

I have already said that an efficient table of heights and 
weights should also give the percentage over and under weight 
of any light or heavyweight. To show how the Nylic Stand- 
ard Table does this let us take some concrete examples. Sup- 
pose that aman 5’6 in height and 20 years of age weighs 225 
Ibs., and that we wish to know how much he is overweight. 
We find by reference to the table that such a person weighs 
normally 134 lbs. The intersection of the age 20 line with the 
height line 5’ 6 is just below the horizontal line marked 135 lbs. 
Passing to the right on an imaginary line parallel to and just 
under the 135 lb. line, we come to the point of intersection with 
the vertical black line marked 225, and we find that the point 
of intersection with that line is also the point of intersection 
with a diagonal line marked 65%. This means that the 
person in question is 65 % overweight. In the same way, 
suppose a man 5’ 9 in height at 30 years of age weighs 120 lbs. 
We find that the normal weight for his height and age is 157 lbs., 
and we pass horizontally to the left until we come to the 120 Ib. 
vertical line. We find that he is underweight. 
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You will notice that the vertical weight lines are 25 pounds 
apart, but for greater accuracy the intervening spaces are 
divided by broken lines into five-pound subdivisions. The 
drawing would have been too complicated if these five-pound 
subdivisions had been represented in solid lines. 

Mistakes in the use of the chart will be avoided if the follow- 
ing steps are taken in their proper order: 

First. Fix upon the height line. 

Second. Locate the age point on that line. The point 
thus fixed givés the normal weight for the height and age. If 
the case is over or under weight— 

Third. Pass horizontally to the right in the case of over- 
weights and to the left in the case of underweights, to the inter- 
section with the vertical lines representing the weight of the 
case under consideration. The position of the point thus 
found and its relation to the diagonal percentage lines fixes 
the per cent. over or under weight. 

With reference to the influence of overweight on longevity, 
I should like to say a few words. I have listened with the 
deepest interest to the reports made by Dr. Shepherd and Dr. 
Fisher, and have been impressed with the close agreement 
between the conclusions they have arrived at and the results 
of certain researches of my own on that subject. Their testi- 
mony and mine, taken from three different sources and by very 
different methods, unite in showing a mortality about 4o per 
cent. greater among these heavyweights than among selected 
lives. Each one of these companies has been endeavoring to 
pick out only the best of the overweights, and each one has 
met with just about the same success. It may be that some 
day we shall know how to distinguish between heavyweights 
that are good average lives and those in which the mortality 
will be high; at present there is no evidence before us to show 
that we now know how to do so, and a great deal to show that 
we do not. , 

I think that there is only one conclusion to be drawn from 
the facts, and that is that any company that accepts risks on 
lives 25 per cent. or more overweight is going to have a high 
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mortality among those lives. From observations of my own 
I am able to say with the utmost confidence that a high mor- 
tality will occur whether these overweights are insured on life 
tables or on endowment tables, and in spite of the care shown 
in their selection. 


THE MORAL HAZARD OF A RISK. 
BY DR. E. H. HAMILL. 


In estimating the financial value of a risk, an insurance 
company is obliged to take into consideration other things 
than the present physical condition. It does not give a true 
or correct idea to say of a man that he is a perfectly healthy 
subject with a good family history and an exceptional personal 
record in so far as health is concerned, and that therefore he 
is entitled to just such insurance as he desires. Unimpaired 
health, with all that can be desired in the way of freedom from 
disease since birth, and a long-lived ancestry without taint of 
inherited malady, is not alone sufficient. Something more 
must be considered. There is a hazard in other directions 
which should be clearly understood before a risk is received. 

What is this hazard, and how shall we recognize it so as to 
conform with the usages and rules of the various companies, 
especially our own? We must giveitaname. For want ofa 
better one, we will call it the Moral Hazard. This term should 
not be understood as applying strictly to the morals of the 
individual—it is used to designate the greater or less risk inci- 
dent to circumstances and surroundings which may vitiate the 
true function of life insurance, or which may have an impor- 
tant bearing upon the life expectancy. Itis impossible to sep- 
arate clearly this moral hazard from what we may be allowed 
to call the physical hazard of each healthy life. The two are 
mutually dependent, and it is for this very reason that the 
former is necessarily considered in conjunction with the latter 
before a decision can be reached. 

First. Let it be remembered that it is the function of life 
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insurance to afford protection—that speculation in or upon the 
life of another is a perversion of this function. Any effort, 
therefore, to secure insurance upon a life with the hope of ulti- 
mate gain introduces a vitiating element. The child who 
provides for the parent—the husband who supports the wife— 
can hardly seek insurance on the life of parent or wife under 
the plea of protection, for the simple reason that in each case 
it is the protected who seek insurance, rather than the protect- 
ors, who ought to apply. For the same reason A has no right 
to insure his life in favor of B, unless B is dependent upon A, 
or unless he is A's creditor. 

When, therefore, insurance is sought outside of the pale of 
protection, or without the intent to discharge an honest obli- 
gation,itceases to be insurance and degenerates intospeculation. 
This rule applies particularly to old line companies. It does not 
apply to industrial insurance, except in rare instances, and for 
this reason: The laboring man who provides for his family 
may, at any time, be called upon to meet unusual demands 
created by the sickness and death of his child, forinstance. If 
he meets these demands without recourse to any other source, 
he will find himself burdened with debt, and his family de- 
prived of needed food and raiment until the necessary expenses 
attendant upon the illness and death of his child shall have 
been paid. To provide against this emergency and to protect 
himself and family against an onerous draught upon his in- 
come, he rightfully appeals to industrial insurance, which has 
been provided for this very purpose. It does not matter 
whether it is his wife, his child, his parent, or his friend, pro- 
vided the burden of the emergency falls upon him. For this 
reason, risks that are not acceptable in the Ordinary Branch 
are referred to the Industrial Branch. 

Second. The amount of insurance sought sometimes intro- 
duces a disturbing factor in the problem. It is well enough, 
perhaps, for the merchant, whose daily transactions involve 
large amounts, to carry policies aggregating a hundred thou- 
sand or half a million dollars, but there remains, nevertheless, 
a normal proportion between the annual income and the 





aS a a Y 


68 Seventeenth Annual Meeting 


amount of insurance to be placed on a life, or between the 
weekly or monthly wages and the size of the premiums. Just 
where the line should be drawn we cannot say, except from 
a study of each case in all its bearings. 

One great company issues the following to its Medical Ex- 
aminers: “A point upon which the Society has to look to its 
Medical Examiners for protection is that of the honesty of pur- 
pose of the applicant. The Examiner, therefore, should take 
into consideration the relation between the amount of the 
proposed insurance and the probable means of the applicant, 
and if any undue disproportion appears, to inquire the reason, 
for the present proposal, and set forth the same in his report.” 

Third. Stability of employment—permanency of occupa- 
tion—is also to be considered. Many a man has ended his days 
in desperation because of his failure to regain employment 
which he has forfeited by misconduct. If it can be shown 
that one has been employed for years in the same place and at 
the same trade, it will indicate at once that his conduct has not 
been prejudicial to his employer’s interests, or his own. The 
risk on such a life is, of course, more desirable than when the 
conditions are reversed. 

Fourth. The possession of a home of his own has a signifi- 
cance in the case of every applicant for assurance. Nothing 
so develops a man as this fact. It is an anchorage for him 
and may hold him safe from the current of dissipation where 
other influences would fail. Especially is this true if his home 
has been earned by toil and thrift. It is almost as well if he 
has been a continuous tenant for years. 

Fifth. Habits of gambling are especially pernicious, owing 
to the great nervous strain and intense excitement incident to 
such a life, with the periods of depression consequent on losses, 
so great, sometimes, as to lead to suicide. 

Sixth. Influences that arise from occupations that, in 
themselves, are not hazardous, require careful attention. 
Some of the finest specimens of physical manhood to be found 
to-day are barkeepers; men who are strictly temperate and 
who are faultless as insurance risks in all except the fact 
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that the influences about them are constantly exerted in an 
injurious direction. The same remark applies to teamsters, 
printers, hatters, and other trades where long hours, little 
relaxation, and weariness of body are extremely apt to lead to 
over-indulgence in strong drink. 

Seventh. The inability of an applicant to write his name 
at once attracts notice. If he is of native birth, his ignorance 
is almost inexcusable. If of foreign birth, the case is in no 
way improved. Such a man cannot understand the terms of 
a contract. He is easily deceived and must trust solely to 
verbal representations. He is not ambitious, and his consent 
to remain in ignorance of one of the necessary requirements of 
every citizen reflects upon himself to his own disadvantage. 
His statements concerning his family history can not be re- 
ceived with the confidence given to one who is educated. 
Furthermore, he is unfamiliar with hygienic laws, he cannot 
be identified by his signature, and he is in all probability en- 
gaged in unskilled manual labor, with wages usually paid for 
this kind of work. 

Eighth. As a rule, women should receive the benefits of 
insurance. They are properly classed with minor children as 
belonging to the dependent members of a family. It is not 
expected that they shall be the providers. This is the duty 
and the privilege of the stronger sex. When to this is added 
the fact that certain diseases peculiar to the sex are difficult 
to detect, the Examiner being placed at a disadvantage in 
ascertaining their existence, it will be seen at once that female 
lives are not desirable risks. The experience of all insurance 
companies proves that this view is correct. It is, however, 
possible, and occasionally it is necessary, that the wife or 
daughter should make provision for those who look to her for 
support. This can only occur because of the death or ill health 
of the male members of the family. When this necessity 
arises, it is only just that it should be recognized by granting 
insurance to those who desire it. Women should then have 
equal rights with men, whose duty, for the time being, they 
are obliged to perform. Unless this condition exists, a woman 
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in applying for insurance usurps the prerogative of the man. 

There is still another reason why she may be insured for an- 
other’s benefit. Sometimes the husband may wish to be joined 
by the wife in his effort to provide for his family. In that 
event, both husband and wife may apply. Their joint ap- 
plications indicate a mutual desire for the protection of the 
minor members of the family, and are regarded as such. 

An unmarried woman may obtain a policy as an investment, 
or, in other words, an Endowment or Limited Payment Life 
Policy, the benefits from which may prove serviceable in 
future years. 

From the foregoing remarks we have a foundation for the 
following conclusions: 

First. There is a moral hazard in certain cases. 

Second. It may be present or prospective. 

Third. It may exclude a risk otherwise acceptable. 

Fourth. The following rules should govern the agent in 
selecting and the Medical Examiner in recommending risks for 
acceptance in the Ordinary Branch. 

Rule A. There should be no suspicion of speculation. 

Rule B. The amount of insurance should be commen- 
surate with the means of the applicant. 

Rule C. The occupation should be free of pernicious 
influences. 

Rule D. It is very desirable (not essential) that an 
applicant shall show that he has had permanent employment 
and a home of his own. 

Rule E. The applicant should be sufficiently educated 
to read the terms of his contract with the company, and to 
write his name. 

Rule F. Applications on the lives of married women 
should not be written unless their husbands also apply. 

Rule G. Applications on the lives of unmarried women 
or widows should not be written unless they have dependent 
directly upon them minor children or parents who are not self- 
supporting. Applications for Endowments or Limited Pay- 
ment Life Policies are preferable in unmarried women. 
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That the Home Office may have a correct idea of the Moral 
Hazard involved in any case a printed form (571) has been 
devised. This form, as occasion requires, will be sent to its 
Medical Examiners and General Agents. The questions pro- 
posed thereon are as follows: 

1. Do you know the party personally? 
2. If yes, how long have you known him? 
3. If not personally acquainted with the applicant, by whom 
was he introduced to you? 
4. Did you examine him at his home? 
5. Were his home surroundings neat, healthful, and such as 
would suggest to you that he is a good provider for his family? 
. Does he own his home? 
How long has he lived at his present place of residence? 
With whom is he employed? 
In what capacity? 

10. How long has he been in their service? 

11. What is his probable weekly income? 

12. Dovyou regard his occupation as at all hazardous? 

13. What are his hours of labor? 

14. Has he children? If yes, the number and their ages? 

15. For what purpose is the insurance sought? 

16. Who pays the premium? 

17. Does he carry other insurance? If yes, the amount and 
company? , 

18. Have you any reason whatever to suspect that he at any 
time indulges too freely in the use of intoxicants? 

19. Do you know his employers? 

20. Can you get from them a statement in regard to his habits? 
If yes, please secure it and attach. 
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THE VALUE OF AN INSPECTION. 
BY DR. E. H. HAMILL. 


A few life insurance companies are trusting measurably to 
what is known as a medical inspection of acertain class of their 
accepted risks rather than to a medical examination. While it 
is true that the amount involved in each individual case is a 
small one, it is also true that the aggregate insurance placed 
is very large. The question naturally suggested is, ‘‘ What is 
accomplished by this method of inspection?’’ The work is 
performed by physicians. The medical gentleman is required 
to use his eyes. He is at liberty also to call into play the tactus 
eruditis. He is not required to use hisear. Judgment in each 
case must be given by inspecting the risk. 

It becomes of interest, therefore, to know how much infor- 
mation can be gleaned by this method. If uncertainty is de- 
veloped, if suspicion of disease is aroused, there still remains 
the alternative of a medical examination to solve doubtful 
points. 

This system or method has been in practice a number of 
years, and, in so far as the writer is able to determine, it is sat- 
isfactory. Certain kinds of risks are excluded because of in- 
spection. Others are examined because of the developments 
of an inspection. The value of an inspection is in nowise 
affected in those cases requiring examinations. 

Every examiner for a life insurance company should get all 
he can from an inspection of the subject before him. Heshould 
strive to become proficient in this important part of his duty. 
An observant eye is almost equal to an acute ear. What one 
sees one knows or suspects, whether or not an inspection is to 
be followed by an examination. We can best determine the 
value of a medical inspection by submitting in part, at least, 
the information to be gained, the impressions that are made, 
and the suspicions that are aroused by a visual inspection 
alone. We propose to mention the following points, which we 
believe can be determined more or less accurately by this 
method: 
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Configuration, or build—Whether muscular, obese, erect, 
stooped, well proportioned, small, large, well developed, etc. 

Nutrition—Whether good, average or poor; whether thin, 
flabby, fatty or firm. 

Sex. 

Age. 

Nationality—Jew, Japanese, Chinese, Mulatto, Negro, Ital- 
ian, German, English, Turk, Irish, etc. 

Identity—It is always of great importance that the Exam- 
iner should satisfy himself beyond a doubt that he sees the 
right party. There are several facts bearing on this which we 
propose to mention; first of which, and most important, is the 
signature of the applicant as contrasted with the signature 
which appears upon his application. Next, without regard to 
the order of importance, we can mention birth-marks, business 
card or private personal card, the name on some article of 
clothing, the initials on jewelry, letters in the party’s posses- 
sion, color of hair or eyes, deformities, abnormalities, scars, 
loss of limb, instruments or other articles of daily use in the 
possession of the party, as, for example, doctor’s thermometer, 
carpenter’s rule, clerk’s scissors, etc. 

Height. 

Wetght—Underweight, overweight, average weight. 

Complexion—Ruddy, clear, muddy, pasty, bronzed, healthy, 
unhealthy, indicative of special disease—as, for example, 
Bright’s disease, liver disease, syphilis, heart disease, consump- 
tion, dilated venules, bloated appearance, ocular or facial 
paralysis. 

Clothing—Neat, slovenly, elegant, costly, well fitting, cheap; 
style of clothing indicative of social environment, e. g., clergy- 
man, railroad man, post-office employee, hotel employee, and 
others. ‘‘The apparel oft proclaims the man.” 

Manner—Courteous, rude, boisterous, gay, moody, erratic, 
dignified, gracious, nervous, refined, coarse, sincere, evasive, 
etc. Sometimes such as to indicate impending disease. 

Occupation—Whether mental or manual. Callosities on the 
hands or elsewhere frequently show exact line of duty. Dr. 
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Charles Lyman’Green mentions as examples carpenters, tail- 
ors, watchmakers or players of stringed instruments; also 
those who are accustomed to write with the pen, and seam- 
stresses. Plumbers, housemaids, masons, coal teamsters, 
blacksmiths, and iron workers often give evidence of occupation 
by stains on person or clothing resulting from the discharge of 
duty. 

The Teeth may show more or less clearly the vigor of health 
and cleanliness of habit. If sound, white, even, we usually 
associate such with good health; if giving evidence of a den- 
tist’s skill, as pointing to scrupulous care of person. If, on the 
contrary, they are neglected, carious, and offensive, it just 
as surely indicates lax personal cleanliness. If the teeth are 
peg-shaped or notched it is indicative of specific disease, 
probably inherited. 

The Tongue is another index of health or disease. Is it not 
safe to say that every physician examines his patient’s tongue 
when in quest of a diagnosis? If furred or heavily coated, 
edematous, clean, bright red, dry, moist or tremulous—are not 
these regarded as diagnostic pointers? The tongue also may 
protrude directly forward or obliquely. A good deal was 
written of this last peculiarity, we remember, in the case of the 
assassin of President Garfield. At any rate it is worthy of 
notice. 

The Eyes—It has been asserted by some that the eye itself 
is incapable of expression, that in the play of the various emo- 
tions as depicted upon the face the eye is passive, the eyelids, 
the eyebrows, and the facial muscles playing the important réle. 
Others insist that the eye itself can express emotion unaided. 
Be this as it may, there is what is known as a restless eye, a 
gentle eye, and aninsaneeye. The writer very vividly recalls 
two occasions in which the expression of the eye alone led him 
to look for and ultimately find conclusive proof of cerebral 
disease. One of the cases died within a few months a hemi- 
plegic, the other was committed to an institution for the in- 
sane. The eye also shows evidence of senile change, of syph- 
ilis, of renal disease, nystagmus, forewarning possibly of 
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locomotor ataxia, sclerosis, tumor, etc. We hear and know of 
bright eyes, healthy eyes or red eyes, pointing to certain states 
of the body or mind. We also see unequal contraction of the 
pupil, congested mucous membranes, puffiness under the 
eyes and jaundiced sclerotic; ptosis, exophthalmos, cataract, 
opacity of cornea, disturbance of vision, etc. 

The Throat—We can discover enlarged tonsils, catarrhal 
conditions, ulcerative processes, mucous patches, destruction 
of parts by ulceration, saturnine poisoning, spongy gums, 
pallor of mucous membranes, serpiginous scars, suggesting 
constitutional disease, scars on the border of the tongue sug- 
gesting possible epileptic seizures, etc. 

The Hands—These may be hard, horny, bronzed, calloused, 
club-fingered, with incurving nails, rheumatic or gouty nod- 
ules; or they may be soft, white, small, well preserved, with 
nails neatly trimmed, or stained because of occupation. Nails 
transversely ridged may possibly indicate a somewhat recent 
severe ill ess, longitudinal ridges indicating a gouty diathesis. 
We notice, also, intentional tremor, thickened joints, etc. 
We tell ** a glance if a man is a laboring man or the contrary. 

Th —We detect lameness of rheumatism or gout, par- 
tial p. - ysis, atrophy of limb; the peculiar walk of locomotor 
ataxia (jerking), paralysis agitans (trot or shuffle), multiple 
neuritis (lifting gait), the reeling gait of intoxication whether 
by drugs or alcoholics, the loss of length due to disease or 
luxation, etc. 

The Face entire may give us suggestion of anemia, chlorosis, 
of jaundice, of Addison’s disease, of consumption, of Bright’s 
disease, of fever, of heart disease. As it tells us of gladness, of 
melancholy, so it tells us of apprehension, of fear, or of pain 
(anxious faces). It betrays restlessness, nervousness, per- 
haps more readily than stolidity. It is an index of ease, of 
health as well as of disease and suffering. It speaks of idiocy, 
of imbecility, of brutish instincts, of intemperance, and of a 
scholarly, temperate life. It betrays congenital heart disease 
by the peculiar duskiness of color observed, emphysema, laryn- 
geal obstruction, apnoea or dyspneea. Its wrinkles tell of old 
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age or addiction to drugs. The saddle-nose indicates consti- 
tutional syphilis. 

The Neck—We see throbbing, pulsing carotids, enlarged 
lymphatics, scars of suppurating glands, goitre, and tremor of 
the head. 

The Chest—By inspection we find any departure from the 
normal —defective expansion, retraction, bulging, equal or 
unequal intercostal spaces, mobility of chest walls, eruptions. 
We determine the nutrition of the body and muscular develop- 
ment, we see the heart impulse or we possibly note an aortic or 
subclavian aneurismal thrill; we detect marks of the hypo- 
dermic needle. We distinguish sex. We recognize tumors, 
‘swellings, spinal curvatures, the care and nutrition of the skin, 
the scars of eruption or surgical operations or burns, We sus- 
pect emphysema or rickets; we distinguish birthmarks, tattoo- 
marks, diseases of the skin, past pregnancies. 

The Abdomen—A large abdomen in a small man means 
either tardy digestion with flatulency or constipation, possibly 
impacted feces, or an enlarged liver or spleen, possibly chronic 
recurring appendicitis, or an abnormal growth; enlarged 
superficial veins warn of liver disease. A colored line in the 
middle of abdomen points to a distended abdomen in the past, 
either from disease or from other well-known physiological 
cause. We may also find cicatricial tissue over the site of a 
surgical operation; hernias and the fact that a truss has been 
worn. 

The Genital Organs (Male)—A hydrocele, a varicocele, en- 
larged inguinal glands, scrotal or inguinal hernia, enlarged 
testicles, undescended testicle, gonorrhea, gleet, indications 
of syphilis and stricture, may be found on inspection. The 
color, turbidity, character of sedimentation of the urine, ease 
of micturition are made known. 

The Lower Extremities furnish suggestions of varicosities, of 
enlarged and stiffened joints, of oedema, of nodular swell- 
ings, of muscular wasting or atrophy, of fractures, disloca- 
tions, of colored spots, of past eruptions, of vigor of circulation, 

“etc. 
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Briefly, the following diseases or conditions are suggested or 


determined by an inspection: 
Consumption, 
Asthma, 
Bronchitis, 
Emphysema, 
Bright’s Disease, 
Disease of Lungs, 
Disease of Pleura, 
Rheumatism, 
Gout, 
Insanity, 
Locomotor Ataxia, 
Paralysis Agitans, 
Multiple Neuritis, 
Scrofula, 
Cancer, 
Tumor, 
Tubercular Disease of Bone, 
Disease of Heart, 
Aneurism, 


Lupus, 
Epithelioma, 
Syphilis, 
Chlorosis, 
Anemia, 
Addison’s Disease, 
Disease of Liver, 
Injuries, 

Chorea, 

Epilepsy, 
Imbecility, 
Idiocy, 

Diabetes, 

Lead Poisoning, 
Opium Poisoning, 
Alcohol Poisoning, 
Goitre, 

Jaundice, 
Rachitis. 


We have mentioned at least in part certain suspicions. 
aroused and certain information received by a sight view alone. 
We have confined the list to those conditions most apt to be 
met with by the life insurance examiner, purposely omitting 
mention of acute disorders, because the life insurance exam- 


iner is rarely called upon to pass judgment in such cases 


The 


true field of inspection, however, includes not only the exercise 


of sight, but touch and smell as well. 


we call these to our aid. 


Our list will be larger if 














EIGHTEENTH ANNUAL MEETING. 


The Eighteenth Annual Meeting of the Association 
of Life Insurance Medical Directors of America was 
held at the New York Academy of Medicine on Oc- 
tober 24, 1907. President Oscar H. Rogers in the 
chair. 

The following members were present at some time 
during the meeting: 

Henry A. Baker, Arthur B. Bisbee, William R. 
Bross, Frank W. Chapin, Thomas C. Craig, Clark W. 
Davis, Charles A. Devendorf, E. W. Dwight, Z. 
Taylor Emery, John W. Fisher, E. L. Fisk, F. L. M. 
Grassett, J. B. Hall, W. H. King, Augustus S. Knight, 
Wm. W. Knight, R. L. Lounsberry, Francis D. Mer- 
chant, Edwin M. Northcott, Wm. Evelyn Porter, 
Wyeth E. Ray, Oscar H. Rogers, Edward K. Root, 
H. C. Scadding, George S. Stebbins, Brandreth Sy- 
monds, H. Cabell Tabb, Harry Toulmin, G. A. Van 
Wagenen, John Warren, Joseph H. Webb, Frank 
Wells, George Wilkins, Thomas H. Willard, C. H. 
Willitts, Algernon Woolverton, H. S. Warren, C. F. S. 
Whitney, Edward Curtis. 

The roll-call showed twenty-two present, 
a quorum. 

The following candidates, recommended by the 
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Executive Committee, were unanimously elected to 
membership: 

Dr. Chester F. S. Whitney, of the Home Life Insur- 
ance Company. 

Dr. E. R. Lampson, of the Phoenix Mutual Life 
Insurance Company. 

Dr. Mark S. Bradley, of the Connecticut Mutual 
Life Insurance Company. 

Dr. H. S. Warren, of the New England Mutual 
Life Insurance Company. 

Dr. W. S. Davis, of the Pacific Mutual Life Insur- 
ance Company. 

Dr. C. A. Devendorf and Dr. E. M. Northcott 
served as tellers and subsequently notified the new 
members of their election, introducing those present 
at the meeting. 

It was moved by Dr. Symonds and seconded by 
Dr. Dwight that the reading of the minutes of the 
last annual meeting be waived, owing to the fact 
that they had already been received by the members. 
Carried. 

The Secretary then read the minutes of the meet- 
ings of the Executive Committee, which were ap- 
proved as read. 

President Oscar H. Rogers then delivered the 
following address: 
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MEDICAL SELECTION AND SUBSTANDARD 
BUSINESS. 


By Oscar H. Rocers, M.D. 


The problem of medical selection is a broad one. Any 
Medical Director of life insurance knows risks that are clearly 
standard and with equal certainty he knows those that are 
clearly substandard. When, however, the field of border- 
line insurance is reached, the difficulties of discriminating 
between standard and substandard risks become very great, 
and the differences of opinion among Medical Directors who 
are expert in matters of selection are clearly shown by the 
lack of uniformity of action among them. It is true that, 
by reason of the friendly interchange of opinions regarding the 
proper treatment of some types of risks, there has grown up a 
certain similarity of action with regard to them, yet in that 
very large mass of cases which do not fall into clearly defined 
groups there has always been the widest divergence of 
opinion and treatment. In this borderland between standard 
and substandard business the greatest confusion still remains 
as to whether certain risks belong in the standard class or 
whether they should be excluded from its benefits. The 
result is that some Medical Directors offer life plans where 
others offer endowments; some promptly recommend risks 
which others with equal promptness reject, and all of this 
is done with equal justification, for nobody knows with 
certainty about them. 

As far back as 1890 this deplorable ‘uncertainty regarding 
the proper treatment of border-line cases led us in my Com- 
pany to begin a search for some method of measuring risks 
so as to place definite valuations upon them. We first took 
up a study of death losses. We grouped, classified, and 
analyzed them and endeavored to deduce from them some 
definite facts which would assist us in the accomplishment 
of our purpose; but the more we worked on them the less 
real progress we made. We never got anywhere. In the 
language of Omar, ‘“‘ We evermore came out by the same door 
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wherein we went.” After two years of wasted effort we 
abandoned the study of death losses, and I should earnestly 
recommend those who are still laboring in that field to follow 
our example. There is absolutely nothing in it excepting in 
so far as it throws light upon moral hazard. 

We then did what we should have done from the start 
and what every one should do who wishes to really know 
the value of risks. We undertook a systematic study of 
insured lives, taking them from our records according to 
build, family history, occupation, personal history, and 
the like, and studying the mortalities which occurred in 
the various classes. 

Shortly after this comprehensive study was begun the 
statement was again going the rounds among insurance 
agents that the mortality among rejected lives was better 
than that among insured lives and that medical selection was 
all nonsense anyway. To get some measure of the justice 
of this claim we took up a systematic study of a large number 
of rejected lives, the results of which not only proved the 
unsoundness of the agents’ claims with respect to them, but 
it did a good deal more for us; much more, indeed, than we 
had expected. In fact, we found our study of rejected lives 
a veritable mine of information, fitting in with, and in many 
directions adding greatly to, the facts which we were learning 
in our study of insured lives. These first efforts were so 
encouraging that, for the purpose of broadening the founda- 
tion of our work, our investigations were extended to a very 
large mass of declined business. I am unable to give you 
any very definite statement of the amount of material thus 
handled because the original studies have become scattered 
and many of them destroyed. I should say that we studied 
altogether as many as 25,000 rejected lives alone. At the 
same time, our studies in insured lives ranged, in various 
classes of risks, over the entire membership of the Company 
for twenty years between 1870 and 1889, and were terminated 
with the insurance year preceding that in which each study 
was finally completed. 
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As this vast work proceeded our problem gradually took 
on a broader phase. We began to see that, if we succeeded 
in placing accurate valuations on border-line cases, we should 
be equally able to do so on all other cases. Our search for 
light to guide us in the border-line field thus grew to the 
more comprehensive search for standards by which to measure 
accurately every insurance risk. 

It is true that when this mass of material, tho con- 
siderable, was divided into homogeneous groups, some of 
these were found to be so small that many of us thought 
that their testimony would prove worthless. I may be 
pardoned for digressing so far as to say that the testimony 
of small groups is never entirely worthless, provided that we 
have other small groups to which they are closely allied, and 
with which they may beco-ordinated. The fluctuations from 
year to year in the mortality of any of our companies show 
that no group of lives is so large as to serve as an absolute index 
to mortality. It is quite true, too, that as groups grow smaller 
their testimony becomes less and less valuable. At the same 
time the testimony of a single small group, if it agree with that 
derived from allied groups, is not only valuable in itself, but 
it adds strongly to that ofits allies. I have referred to homo- 
geneous groups. I am satisfied that no group, however large, 
may be depended upon unless it is made up of cases normal 
in all respects excepting with regard to the single factor or 
combination of factors which is under investigation. The 
recent Specialized Mortality Investigation of the Actu- 
arial Society shows this over and over again, and the 
results in some of the groups in that investigation are 
untrustworthy because the groups are not homogeneous. 
In the study of mortalities, it is therefore of great im- 
portance to observe these two fundamental rules of proce- 
dure: 

1. That each group of lives shall be homogeneous 
and shall show departure from the normal in only 
the factor or factors under investigation. 

2. That the testimony of small groups shall not be 
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disregarded, but shall be studied in connection with 
the testimony of allied small groups. 

One other observation should be made here. I refer to 
the importance, in this kind of statistical work, of the use of 
the graphic method by which allied small groups are co- 
ordinated and brought into harmony. The principle is the 
same as the so-called ‘“‘cut and fill’ of the railway engineer 
who digs earth and rock out of the hillside to dump into a 
neighboring ravine so as to bring the roadbed to a level. 
In the construction of mortality tables Actuaries make use of 
this method in order to smooth out the inequalities due to 
paucity of material. In the same way we may smooth out 
the inequalities of the testimonies of small groups and thus 
bring out the underlying truths contained in them. 

By following these principles, and by assembling and co- 
ordinating the testimony derived from our insured and re- 
jected lives, we found ourselves in 1896 in position to place 
definite valuations on a wide range of border-line and sub- 
standard cases, and in July of that year the Company took 
up the work of insuring under-average lives. At first this 
was done tentatively, constantly watching our experience, 
but later with increasing confidence that our standards were 
correct and our point of view sound. 

Meanwhile, we exhausted every available source of informa- 
tion to add to our knowledge of the subject. We carried on 
and completed a study of the Company’s entire membership. 
We kept up and brought down to date our experience in the 
substandard business. We made use of the Specialized Mor- 
tality Investigation of the Actuarial Society and of a vast 
mass of other material scattered thru the literature. In 
the latter part of 1903 we made a final analysis of our 
material and laid down therefrom standards to be used 
in the routine selection of all risks, whether standard or 
substandard. 

The next problem to be solved was to determine what 
effect these standards, if applied, would have upon the charac- 
ter of the Company’s selection. To determine this we took 
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out a large mass of cases which had already been passed upon 
in accordance with the old method of selection and measured 
them by the new standards. <A careful comparison of the 
results satisfied us that our new standards gave us substan- 
tially the same medical selection, and that they could be 
relied upon, when applied to current business, to give us a 
steadier, a more uniform selection than we had theretofore 
been able to obtain. In the first place, our new method elim- 
inated the personal equation, that bias of judgment which 
every man has which makes his opinion different, at least 
in some directions, from the consensus of expert opinion, 
that prejudice in favor of or against some particular factor 
which most well-trained minds condemn or approve, as the 
case may be; that disposition, which seems to depend upon 
our physical condition, to judge harshly or favorably at one 
time a set of facts which, at another time, would make no 
impression uponus. Of equal importance, we found ourselves 
able, not only to draw with almost absolute certainty the line 
of demarcation between standard and substandard business, 
but also to indicate, to predict, if you please, the probable 
mortality applicable to each risk, so as accurately to fix its 
position in the Company’s membership. 

On the first of January, 1904, we began to apply this system 
of medical selections to the current business of the Company. 
Since then, I am glad to be able to say, the Medical De- 
partment has had nothing to do with plans of insurance, nor 
has it had to decide whether any given risk shall be placed 
in the standard class or excluded from it. The Medical 
Department places a definite valuation upon each risk. It 
estimates the probable mortality befitting the case and leaves 
to the Actuary to decide what plan of insurance is best adapted 
to provide for that mortality. 

During the nearly four years of the operation of this method 
of selection the Company has had abundant reason to be 
satisfied with its accuracy. It produces, as I have already 
said, substantially the same selection as that which for years 
has been practised by the Company. In another respect 








86 Eighteenth Annual Meeting 


this method possesses great advantage over the old. Con- 
stant application to the work of selection soon fatigues the mind 
of the Medical Director. His perceptions become less acute, 
and his liability to error increases. I have known good men 
to make as high as two or more errors in asingle day. A 
study of a large mass of business handled by the new 
method shows us that, by reason of the careful analysis to 
which each risk is subjected, the proportion of errors is 
very greatly reduced. 

As to the underlying principles upon which this method of 
medical selection rests, I think they may be made more apparent 
by considering for a moment the action of our own minds as we 
pass judgment upon a risk. We begin, let us say, with an 
applicant’s build. If he is over or under weight our impression 
of the risk is unfavorable more or less in proportion tothe degree 
of his departure in that respect from the normal. If his build 
is an average one, the impression left on our mind is favorable. 
Whatever the impression is, we turn with it to the next factor, 
let us say his family history. If this is an excellent one, our 
mind deducts a certain amount from its previous judgment. 
If the family history is bad, a certain more or less definite 
addition is made to our first mental valuation and we turn to 
the next factor, let us say occupation, with a judgment of 
the risk based upon the sum of our impressions of the pre- 
ceding two factors. Weaddto orsubtract from this judgment 
according as the factor of occupation is unfavorable or favor- 
able, and thus we proceed thru all of the factors,—habits, 
moral hazard, physical condition, personal history, etc.,— 
until by a process of, as it were, mental arithmetic, we arrive 
at what we call our judgment regarding the value of the risk. 
All that we have really done, in thus studying a risk, is to 
add to our impression of each factor the sum of all those which 
have preceded it in our attention until our final judgment 
is the mental algebraic sum of these various factors. The 
underlying idea in our new method of medical selection is to 
express each one of these factors numerically in terms of some 
standard, and by the summation of these to determine the 
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value of the risk with relation to that standard. The standard 
which we have made use of in our work is that of the Com- 
pound Progressive Mortality Table, a select table made up 
from the experience of the New York Life on normal 
lives insured in the temperate regions of the world. It 
shows a somewhat lighter mortality than the standard 
used by the Actuarial Society in the Specialized Mortality 
Investigation. Any other standard would do just as well, 
provided it takes adequately into account the influence of 
medical selection, and also provided the Actuary knows in 
advance the standard employed, so that he may use the 
estimates intelligently in determining the forms of policies to 
fit the mortalities estimated. 

The idea which I have tried to express may perhaps be 
made clearer by a concrete example. Assume that a certain 
applicant is 40 per cent overweight and that from our ex- 
perience we know that persons of that degree of overweight 
show a mortality of 130 per cent. of our standard. Why 
should we not treat this particular overweight on a basis of 
130 per cent.? Doing so, our foundation estimate of the 
value of this risk is 130. We now find that he is a lawyer 
in a fair way of business success. We know that lawyers 
as a class possess a very favorable mortality—85 per cent., 
let us say, of our standard. Why should not our portly 
lawyer have this advantage of 15% due to his occupation? 
In passing judgment upon him as a risk for insurance we 
would certainly give him a mental credit therefor. Let 
us now express that credit numerically, and deduct 15 per 
cent. The value of the risk at once becomes 115 instead of 
130. Again, suppose that he has a heart lesion, let us say 
a mitral regurgitation. We know from our studies that these 
cases show on an average a mortality of 225 per cent. or 125 
percent. in excess of the normal. The heart lesion being an 
average one, we add this excess of 125 per cent. to the mor- 
tality which we have already estimated, and thus determine 
that the value of this life is, so far, 240. We review every 
other factor, family history, personal history, etc., in the same 
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way, and finding that they are all normal, our final summation 
of the value of the risk is 240, which means that we estimate 
that such lives, if taken in large numbers, will probably show 
a mortality of 240%. Under the system which I am endeav- 
oring to make clear to you, all the factors which go to make 
up the value of a risk have numerical equivalents in terms of 
a given standard, and their summation expresses our judgment 
of the risk with probably greater accuracy than the best man 
living is able to attain by weighing their values in his mind. 
The old method of medical selection is really a process of men- 
tal arithmetic. It is based on valuations drawn from the 
comparatively small personal experience of the Medical Di- 
rector supplemented by information received from consulta- 
tion with other Medical Directors. The new method is one 
of simple addition and subtraction based on a careful study 
in detail of large numbers of lives of all kinds, impaired 
and unimpaired. 

I am conscious that, in this brief outline, I have not done 
justice to the scheme of selection which I have endeavored 
to describe. It sounds visionary, like an ‘iridescent dream,”’ 
to quote the phrase of a distinguished public man. I can 
only assure you that it has been tried, in part at least, for 
more than ten years, and in its entirety for nearly four, upon 
a large and varied business, and that it has acted with a 
precision and steadiness which no single mind is capable of 
maintaining. One thing is certain, a broad, comprehensive 
substandard business would be impossible without it. 

In this first public statement regarding our new method of 
medical selection, it is proper that I should recognize the 
invaluable service in its development which has been rendered 
by the Actuaries of the Company, Messrs. Weeks, Frankland, 
and Hunter. The success of the undertaking has been due to 
these three gentlemen quite as much as to any other persons 
engaged in it. Equally important has been the broad- 
minded and generous support of the Executive Officers of the 
Company. 

Inits practical application to current business this system has 
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the advantage of enabling the company to determine the exact 
hazard involved in each risk and to extend to that risk, so far 
as the laws will permit, the treatment to which it is justly en- 
titled. Under the present laws this task is simple enough with 
standard or slightly substandard risks. When, however, an 
attempt is made to cover the probable mortalities in the more 
highly substandard risks the difficulties become very great. A 
larger allowance must then be made for the element of human 
nature, and a still larger allowance for the crudity of the meth- 
ods which may still be employed to accomplish our purpose. 
With regard to the first of these, it may be said that the 
natural tendency in every human mind is to give a favorable 
coloring to all the incidents of life. In the course of an ex- 
amination for insurance, an illness becomes less serious or 
protracted, habits are less dissipated, a surgical operation is 
more successful, a family history is better. Each incident 
of life becomes more or less rose-colored in favor of the 
applicant for insurance. This is an every-day experience 
with all of us. In some cases, of course, it is due to deliberate 
misrepresentation or fraud; but, quite aside from these, it 
is due to the inherent tendency in every human being to put 
his best foot forward. This tendency, whether conscious or 
unconscious, becomes more and more marked in proportion 
to the unfavorable incidents in the life history of the individual. 
Where the extra hazard is slight, it appears to but a slight 
extent; where the extra hazard is considerable, to a very 
large extent. This is human nature, and it is this among 
other things which renders the carrying on of a highly sub- 
standard business difficult in direct proportion to the degree 
to which the risks are impaired. Until the beginning of the 
present year this difficulty was overcome automatically in 
my Company by the plan of insurance made use of. Now 
it is insurmountable. , 

There are three principal methods by which an extra 
mortality may be provided for: 

1. By an addition to the premium. 
2. By placing against the policy a lien which is 
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reduced from year to year until finally the policy 
comes to have its full face value. 

3. By making use of a portion of the dividend ac- 
cumulations to meet extra mortality. 

The first of these has been used for many years in England 
in the fragmentary, but considerable, substandard business 
done in that country. During the early years of our sub. 
standard work we employed it in a considerable number 
of cases, but the plan proved so unattractive and the results 
looked so unsatisfactory in the more hazardous risks that it 
was soon abandoned in favor of a combination of the other 
two methods. The reason for the bad results of the first 
method is not far to seek. Let us take two groups of highly 
impaired lives, the members of which are as nearly as we may 
judge of equal insurance value. Let us offer to one group 
policies with an extra premium, and to the other group 
policies in which the premiums remain the same as in the 
standard class, but in which the benefits are more or less 
deferred by means of liens and deferred dividends. I think 
it goes without saying that those individuals in the extra 
premium group will be inclined to accept their policies who 
themselves recognize the seriousness of their own impairments. 
On the other hand, those of that group who have confidence 
in their ability to attain a considerable longevity will reject 
this form of insurance because they are unwilling to pay, 
year after year, largely increased premiums. In the second 
group, that of the deferred dividend and lien, those who feel 
that they are so impaired that they are liable to die at an 
early date will refuse to accept policies which yield such small 
immediate returns, while those who have confidence in their 
ability to live will readily accept such policies because in a 
few years their value increases so as to approximate the 
value of standard insurance. The mortality in the extra 
premium group will surely be high, and especially high in 
the earlier years of insurance. The mortality in the deferred 
dividend group will surely be low, for the reason that the 
individuals composing it have, to a certain extent, selected 
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themselves in the company’s favor. In the one group there 
is a clear anti-selection; in the other group there is an equally 
_clear pro-selection. I think that any company is rash 
indeed that undertakes to write a broad substandard business 
with only the single weapon of increased annual premiums. 
The present New York State laws may be justly condemned 
in this, that they have directly prevented the use of deferred 
dividends in substandard insurance, and have omitted to 
provide for the use of liens. 

In offering for your consideration to-day the subject of 
medical selection and substandard business I am fully aware 
that, by reason of the recently enacted New York State laws, 
the question of substandard insurance is of much less practical 
interest than formerly and, with reference to the more hazar- 
dous, the more highly substandard risks, has become, unhap- 
pily, an academic one. Our laws now make it impossible to 
extend the benefits of insurance to those more markedly im- 
paired lives, which, by reason of the high mortalities to which 
they are exposed, are most in need of them. Nevertheless, I 
have felt justified in presenting this subject for your con- 
sideration, because the underlying principles of selection in 
substandard business are so inextricably bound up with the 
whole subject of medical] setection. 

I am a firm believer in substandard insurance. It is 
economical. It is also in the highest degree beneficent. A 
company which carries on a substandard business on broad 
lines is able to assume risks on at least fifty per cent. of 
those cases which other companies decline. Medical ex- 
aminations must be paid for, whether the business is accepted 
or rejected. As clerical force and an adequate plant must 
be maintained, whether risks are assumed or declined, 
by reducing the percentage of rejected business an 
economy is effected in proportion to such reduction. 
From the standpoint of the company alone, substandard 
business is therefore economical. It is also economical from 
the standpoint of the agent, whose compensation depends 
upon the amount of insurance he places and pays for. If 
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ten per cent. of an agent’s business is rejected, one tenth of 
his energy is wasted. If a part of this rejected business 
returns to him in the form of substandard insurance, his 
compensation is correspondingly increased. Moreover, sub- 
standard insurance is a great benefit to society. It enables 
those who have greater need than normal lives for insurance 
to protect their families against the hazard of their untimely 
death. I look forward with confidence to the time when all 
life companies will do a substandard business. When this 
time comes, life companies will, for the first time, be fulfilling 
their true mission. 

For a period of more than ten years up to January, 
1907, the New York Life extended the benefits of life in- 
surance to large numbers of more or less gravely impaired 
lives. It freely offered insurance to cases of Albuminuria, 
Heart and Renal Disease, Glycosuria, Cured Phthisis, and so 
on thru a wide range of impairments, and it did this on terms 
which experience shows to have been just and fair both 
to the insured and to the Company. It did a substandard 
business in the broadest sense of the term. It took the ground 
that every person of good moral character, not actually ill, 
is insurable on some plan, whatever the nature and degree of 
his impairment; and, while recognizing that there are limits 
of age and of hazard beyond which an insurance contract 
adequate to cover the risk is impossible, it obligated itself, 
within those practical limits, to offer some form of insurance. 
This radical departure from traditional practices was at first 
looked upon in insurance circles as a rash and ill-advised 
experiment, but with the lapse of time, and with the 
gradual extension among other companies of at least a 
limited substandard business, this critical attitude has 
given place to one of acquiescence, if not of positive 
approval. 

Without going into details which more properly belong to the 
Actuary, I may say that in 1896 my Company placed on its 
books 1000 substandard policies involving $1,500,000 of 
insurance; in 1897, 1900 policies for $2,500,000; in 1898, 
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about 4500 policies involving $6,600,000; in 1899, 9700 
policies for $16,800,000; and so on until in 1904 it assumed 
risks on 25,500 substandard policies for $35,200,000. From 
that date down to the close of 1906, about the same pro- 
portionate substandard business was done. Ending with 
the year 1904 inclusive, our total expected losses in sub- 
standard business amounted to $5,230,000; the actual losses, 
to $4,994,000, or 95 per cent. of the mortality anticipated and 
provided for. At the close of 1905 our expected losses were 
$7,539,000; our actual loss, $7,130,000; the ratio between 
expected and actual losses remaining at 95 per cent. At the 
close of 1906 we had 130,400 substandard policies in force, 
covering insurance for $228,253,000, and had paid claims 
involving over $10,000,000, and our ratio of mortality still 
remained at 95 per cent. of that which we anticipated. 

These facts will enable you to judge for yourself how 
satisfactory this business has been, from both a financial and 
humanitarian standpoint, and how greatly it is to be deplored 
that our laws have not been framed so as to permit the con- 
tinuance, to say nothing of the extension, if this were possible, 
of this most beneficent branch of insurance work. 


Upon conclusion of the address Dr. Frank Wells 
proposed a vote of thanks to Dr. Rogers for his valu- 
able and interesting paper. Carried. 

Dr. Wells then moved that the discussion be pro- 
ceeded with as next order of business. Carried. 


DISCUSSION. 


Dr. Wells in opening the discussion called attention to the 
fact that poorer results must be expected hereafter, owing to 
the present insurance laws, which prevent the taking advan- 
tage of deferred dividends. 

Dr. Rogers replied that the conditions must be met as sat- 
isfactorily as possible by the method of additional premium 
rates. 
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Dr. Hall—Are groups kept homogeneous so as to prevent 
conflicting results from impairments other than those em- 
bodied in a given class under consideration? 

Dr. Rogers replied that they were as far as possible. 

Dr. Toulmin—It is not quite clear to me how the normal 
class is selected at 100. 

Dr. Rogers—lIt is the result of the Company’s own experi- 
ence made up by the Actuary. Any other experience table 
would do as well. 

Dr. Lounsberry—lIn a given class is an allowance made as 
a margin of safety? 

Dr. Rogers—Yes, it is embodied in the original rating. 

Dr. Wells—In the less favorable cases, would the margin 
of safety prove adequate protection? 

Dr. Rogers—It would. 

Dr. Wilkinson—I have been much interested in this subject, 
as I believe my company was one of the first to take up the 
question involved. About ten years ago, upon my suggestion, 
we accepted a case with poor family record upon similar in- 
creased rating to that suggested in your paper. I believe 
the lien gives better results than the advanced premium rate. 

Dr. Root—How do you treat occupations in your classifi- 
cation? 

Dr. Rogers—The factor of occupation is treated precisely 
the same as any other. An occupation may be so favorable 
as to place a risk in a standard class which would fall in other 
respects outside that class. In the same way an unfavorable 
occupation will render substandard an otherwise standard 
risk. The degree to which a risk is substandard is measured 
by the unfavorable character of the occupation just as much 
as any other factor. 

Dr. Wells—Do you restore cases to normal classes after 
period of extra hazard has passed? 

Dr. Rogers—Yes, if it is eliminated within twelve months. 

Dr. Tabb—Are errors such as pregnancy in women elimi- 
nated? 

Dr. Rogers—Yes. 
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Dr. Fisk—I believe that the rated-up plan is accepted more 
readily, but is likely to give a higher mortality. 

Dr. Rogers, in conclusion, demonstrated by a diagram 
his method of procedure in connection with this study, and 
in reply to inquiry, stated that an underweight limit of 5% 
was adopted in securing homogeneous classes of lightweight 
consumptives. 


Balloting for nominations was then begun, Drs. 
Lounsberry and Ray serving as tellers. 

Dr. Rogers announced the serious illness of Dr. 
Abel Huntington, and it was moved and seconded 
that the Secretary be requested to convey an expres- 
sion of regret and sincere wishes for his prompt 
restoration to health. Carried. 

Dr. E. K. Root then read the following obituary 
and resolutions upon the death of Dr. George Ru- 
bens Shepherd: 


Dr. George Rubens Shepherd, late Medical Director of the 
Connecticut Mutual Life Insurance Company, and a charter 
member of the Association, was born in New Haven, Decem- 
ber 9, 1842, the son of Prof. Forest Shepherd and Sophia 
Storer Shepherd. He received his early education at the 
Hopkins Grammar School in New Haven, the Phillips-Andover 
Academy of Andover, Mass., and graduated from the Yale 
Medical School in 1866. During the Civil War he acted as 
Medical Cadet, and served at the Knight General Hospital 
in New Haven. After graduation Dr. Shepherd practised 
three years in New Haven, and then removed to Collinsville. 
Conn., where he remained until 1879, when he removed to 
Hartford. He was elected Medical Director of the Con- 
necticut Mutual Life Insurance Company in 1881, a position 
he held until his death, April 6, 1907. 

Dr. Shepherd was an active member of our profession in 
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Hartford, and later President of the Hartford Medical Society 
and Trustee of the Hunt Memorial Building. He rapidly 
acquired a large general and consulting practice, and until 
‘in later years, when incapacitated by illness, was one of the 
most active and influential members of our profession in 
Hartford. 

Dr. Shepherd’s connection with the Association of Life 
Insurance Medical Directors is practically a history of the 
Association itself. He was present at the preliminary meet- 
ing in May, 1889, when the Association first took a practical 
shape, and was present at the meeting of organization in May, 
1890. He was elected a member of the Executive Committee 
in May, 1896, First Vice-President in May, 1897, and Presi- 
dent in June, 1899. He was present at practically all of the 
meetings, took an active part in the discussions, and his ad- 
vice and counsel was of the utmost value in the deliberations 
of the Association. At the sixth annual meeting of this Asso- 
ciation, held at the office of the Mutual Life Insurance Com- 
pany, New York, May 23, 1895, the necessity of establishing a 
uniform standard table of heights and weights of applicants for 
insurance was generally discussed, and the committee was ap- 
pointed to revise the tables at present in use, with power to 
call upon members of the Association for assistance. Dr. 
Shepherd was then appointed Chairman of this committee. 
The labor involved in collecting, verifying, and tabulating the 
vast amount of data collected by the committee, and reducing 
it to a practical working table, was enormous; but on receiving 
the report of the committee through Dr. Shepherd at the 
eighth annual meeting, in May, 1897, it was at once recognized 
that a standard table was established, a table which has been 
in practical use by the various companies represented in this 
Association ever since. Dr. Shepherd as Chairman then 
received the thanks of the Association for the successful 
completion of this task. 

In the early years of his professional life, Dr. Shepherd 
received a serious injury in a railway accident, which inca- 
pacitated him for active work for a considerable time, and 
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from the effects of which he suffered great inconvenience in 
later years. Four years ago his health began to fail and evi- 
dence of some serious lesion in the abdominal cavity developed, 
as a result of which a nephrectomy was performed by Dr, 
Maurice H. Richardson of Boston, the right kidney being 
removed on account of a hyper-naphromata of that organ. 
Recovery was complete, and for a year Dr. Shepherd was 
restored to his usual good health and resumed active practice. 
In August, 1906, while on a visit at Eastport, Me., and follow- 
ing a prolonged drive in the hot sun, he was seized with a cere- 
bral hemorrhage, followed by a left-sided partial hemiplegia, 
from the effects of which he never completely recovered. A 
relapse occurred in November, 1906, and he rapidly sank 
until the date of his death in April, 1907. 

With Dr. Shepherd’s conscientious, painstaking work in con- 
nection with this Association you are all familiar; of his per- 
sonal character, his frankness, friendliness, devotion to his 
profession, and personal charm, I need hardly speak. In his 
death this Association has lost one of its most valuable mem- 
bers, and the company he represented with us a most pains- 
taking and conscientious Medical Adviser. 


It is with profound regret that this Association is called upon 
to record the death of Dr. George Rubens Shepherd, who died 
April 6, 1907. 

Dr. Shepherd was a charter member of this Association, 
and Medical Director of the Connecticut Mutual Life Insurance 
Company, serving as such to the time of his death. His per- 
sonal, professional, and business associates all unite in appre- 
ciating his worth, admiring his character, and considering him 
an honor to his profession. Be it, therefore, 

RESOLVED, That this Association tenders its sympathy 
to his bereaved family, and to the company that he so long 
and honorably served. 


Moved by Dr. Wells and seconded by Dr. Porter 
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that it be placed on file and that a copy be sent to 
the family. 
Moved and carried that the meeting adjourn until 


8 P.M. 
Dr. Harry Toulmin then read the following paper: 


SOME DETAILS OF OFFICE METHODS. 
By Harry Toutmin, M.D., 
Assistant Medical Director, Penn Mutual Life Insurance Company. 


When your President kindly asked me to prepare a paper 
for this meeting he suggested that I have as my subject 
“Short Cuts in Office Methods.” I have taken a somewhat 
broader topic, but shall confine myself to that part of the 
work which has in recent years been improved in detail. It 
is my hope that with a presentation of our methods I may 
bring some new ideas to your notice and in the discussion 
receive in return valuable suggestions. At the outset it is 
important to remember that the Department of Applications 
and Death Claims, which has charge of the actual writing 
and issuing of policies, also passes on the occupation, habits, 
and moral hazard, in our Company. 

The following items will be considered in order: 

Assembling and preparing papers for action. 

Acting on papers. 

Correspondence. 

Rejections and postponements. 

The ‘‘Declined”’ file. 

M. I. B. reports. 

Appointment of examiners. 

Commercial reports. 

Confidential file. 


ASSEMBLING AND PREPARING PAPERS FOR ACTION. 


An application and its corresponding examination, having 
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been matched in the Department of Applications and Death 
Claims, are pinned together, with any letters which may have 
accompanied them. A policy card (to be filed later in the 
Library Bureau cases for declined cards, if a policy is issued) 
is written, the papers sent to the Medical Department, the 
case looked up in the Declined file and the Examiner file. 
All papers which show no unfavorable action, nor previous 
insurance in the company, and the Examiner correct, are 
distributed immediately among the Medical Director and 
his assistants,—the division being based on the amount ap- 
plied for. The morning mail is opened a few minutes before 
g; we have the first batch of papers to act on about 9.20. 
A case marked ‘‘Rush” is given precedence,—those with 
lengthy letters attached are temporarily put aside to let those 
which are uncomplicated go through more quickly. While 
we are acting on the ‘“‘clean”’ papers, those with an M. I. B. 
are having the code translated and typewritten on yellow 
paper (one end of which is mucilaged so that they may be 
attached to the examination papers). Others in which the 
Examiner is irregular are taken up later with the Medical 
Director for his approval, or are held for correspondence with 
the agent. If the Declined-File Clerk finds an applicant has 
previously applied to the Company, the papers are given to a 
“Compare Clerk,” who makes the comparisons, including 
cause of previous rejections, M. I. B., etc., before they are 
brought to us for action. Papers receiving our approval and 
not requiring correspondence are being constantly collected 
by a clerk; the fee is checked,—cut if necessary; the voucher 
removed; certain facts as to amount, number of days between 
date of examination and approval, medical officer, etc., to 
be used in making up a monthly report of the department 
work, are jotted down. Papers which go to the stenographer 
—declined, postponed, limited, M. I. B. cases, and those 
requiring correspondence—are kept by themselves, to be 
taken to him from time to time by a clerk. Having been 
approved by the Medical Department, the examination and 
application are taken to the Department of Applications and 
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Death Claims. If the occupation and habits are satisfactory 
the policy is written, and the papers filed. We formerly 
bound them in cumbersome books, 250 to a volume. Two 
years ago we adopted the envelope system; quite recently 
we discarded the envelopes and now use only a binder, 
to which the papers are directly attached. We easily 
get 5oo cases in a drawer that was packed full with 400 
when we used envelopes; as our vault space is limited this 
great saving is of prime importance. Cases which are post- 
poned or declined are given their number in the Medical 
Department. A card is written for every case that is limited, 
postponed, or declined, and filed in the Declined file for ready 
reference and for use in reporting to other companies, ob- 
viating the necessity of bringing up books or envelopes. 
Papers held for further information—company reports, 
letters from examiners, etc., are filed alphabetically in a 
special cabinet, easily accessible. 


CORRESPONDENCE. 


Each department has its own stenographers and type- 
writers. We have but few “form” letters, and but little 
dictation on current work, reference to a question which 
requires more details, or an explanation, being sufficient 
after a clerk has had a week or two in preliminary training. 
We write directly to the Examiners for information relating to 
their examinations, while the Department of Applications 
and Death Claims keeps the agents posted as to the move- 
ment of the application—whether approved, declined, lim- 
ited, held for further information from the Examiner, etc. 
Copies of all letters are made on detached sheets; letter books 
were discarded some years ago. The carbon copies and the 
replies are attached to the application and examination and 
filed with them. Until the reply is received the carbons are 
filed in a holder with 31 divisions, under the day the reply 
should be in, this date varying with the distance the letter 
must travel and the nature of the information requested. 
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A small card is made out, giving the applicant’s name, the 
name of the person to whom the letter is written, the date, 
and the day under which the carbon is filed. These cards are 
kept in alphabetical order, so that any carbon can be found 
in a few seconds. Carbons not removed the day the reply is 
due are given to the stenographer at the end of the day for a 
‘‘shake-up,’’ and are filed under a future date. When the 
reply is received, it and the carbon are matched with the case 
and the card stamped with the date and filed with other 
‘‘dead wood” cards for a few months before being destroyed, 
as occasionally we find a reference to them necessary. Cor- 
respondence relating to irregular examinations follows the 
same system. but is kept in a separate file. 


REJECTIONS, POSTPONEMENTS, AND LIMITATIONS, 


We indicate on the examination our reason for rejecting or 
postponing a case. The papers then go to the stenographer, 
who writes a card, giving name, birth, occupation, date, and 
cause of adverse action, which is filed with the M. I. B. cards. 
If a case is postponed an additional card is made out, with 
the name of the General Agent, the Examiner, cause, etc. 
and filed according to the date of reopening. During the 
first week of each month a stenographer reopens all cases then 
due, by letters to both Examiner and agent: the one to the 
former stating what points we wish investigated, that to 
the latter asking him to have the applicant presented before 
the doctor for a preliminary report. By this method we 
reconsider and approve about 15 per cent. of our postponed 
cases. 


THE DECLINED FILE. 


In recent years we have made much more use of this file 
than formerly. At present we file in it the following cards: 
M. I. B. cards; policy cards, giving name, date of birth, 
agency, policy number, and amount; cards showing our reason 
for rejecting, postponing, or limiting applications; M. I. B. 
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report cards; cards for submitted or trial cases; for letters 
sent by examiners or agents before the receipt of the papers, 
when re-examinations are ordered, and cards of reference to 
confidential or unfavorable information on special files. The 
size is 3 in. by 2} in., various colors indicating the different 
uses to which they are put. We consider it our ‘‘ bureau of 
information.’ It is of enormous importance in the economy 
of time and space. It may be of interest to some of you to 
know that prior to 1903 we used the large cards of the 
Library Bureau. In 1902 we changed to the size now in use, 
the rewriting being done by our own typewriters for half the 
sum bid by the Library Bureau. The results were most 
satisfactory, the capacity of the drawers being more than 
doubled. 
M. I. B. REPORT. 


Cases to be reported to the M. I. B. are given to the stenog- 
rapher in charge of this work. He first makes out a card 
giving name, occupation, birth, impairment, code number, 
and company number. These are reviewed by a member of 
the medical staff. The report is then printed, and again 
compared with the papers before it is mailed. Upon receipt 
of the card from the M. I. B. it is compared with our own card, 
which in the meantime has been filed in the Declined file, 
errors are noted, and the M. I. B. written to when necessary. 


APPOINTMENT OF EXAMINERS. 


Examiners are appointed after an investigation through 
regular Examiners in near-by towns, and in some cases after 
inspection by our representative in the field, whose title is 
Medical Inspector. Rarely we make use of commercial 
reports. The work of the Medical Inspector has been of the 
greatest value. He meets the Examiners personally, and 
makes inquiry concerning doctors in neighboring towns and 
cities. He also reports on limited, postponed, declined, and 
doubtful applications. Appointment papers and letters re- 
lating thereto are numbered and filed by a modified envelope 
system. Two sets of cards are kept, one arranged alphabet- 
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ically, which includes names of active Examiners, as well as 
those who have resigned, have been dismissed, used in emer- 
gency, or who have made application for the position of 
Examiner. The other is arranged by States and counties, and 
contains only the names of physicians who are regular Exam- 
iners. Every application that comes in is scrutinized care- 
fully as to the Examiner used—all cases being held up when 
irregularities are found. In order to handle this part of the 
work promptly and satisfactorily, our General Agents are 
provided with form letters which must be filled out if the 
Examiner used is not a regular appointee, is out of his locality, 
etc. One form is signed by the solicitor, another by the 
General Agent, and if a physician unknown to us has been 
employed, another by the regular Examiner. The regular 
physician is always written to and cases held for his reply if 
there is the least suspicion of an attempt to use irregular 
methods on the part of the agent. 


COMMERCIAL REPORTS. 


These reports when relating to applicants are obtained by 
the Dept. of Applications and Death Claims. To expedite 
the issuing of policies, General Agents in far-distant cities 
send the names, etc., of the applicant to the lock box of the 
local representative, or to the local office of the reporting 
company, upon receipt of an application from a solicitor. 
If the report is unfavorable the company wires us to hold for 
detailed report. If a case looks first-class, and the com- 
mercial company has not wired to us, we issue many policies 
before receiving a detailed report. As stated above, the 
Medical Department occasionally gets a report from a com- 
mercial agency regarding physicians, but this is rarely done, 
reliance being put on the report of the near-by doctors. 

CONFIDENTIAL FILE. 

Letters from the Examiners which they request us to con- 
sider confidential are kept in a file under lock and key. A 
significant mark on the examination paper indicates that such 
a letter is in this file. A card is also placed in the Declined file. 
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DISCUSSION. 


Dr. Ray—Similar methods are adopted by the Travelers. 
Applications and Medical Examiners’ reports are on separate 
blanks, the former being sent by the agent to the Manager, 
and the letter forwarded directly by the Examiner to the 
Company. Upon receipt of the papers at the Home Office 
stubs are attached upon which are recorded the name of the 
applicant, M. I. B. reports, etc. As they pass through the 
various departments, actions are recorded on the stubs with 
the dates of each. 

First and second Examiners are employed, and if the agent 
fails to call upon the first for the examination he is expected 
to forward an explanation of this action. 

The reasons for postponement and rejection of applicants 
are forwarded automatically to the Examiners. In large 
cities the reports are first sent to the first Examiner and are 
checked by him. 

In checking Examiners a symbol such as a star is used to 
indicate first Examiner, and if irregular a check is placed on 
a different part of the blank. 

In the Agency Department, when they appoint or discon- 
tinue an agent, a card is filed with the Medical Department. 
On these cards the action on each case is recorded, such as 
Accepted, Postponed, Rejected, or Suspicious. The cards 
are marked Good, Doubtful, or Poor, according to the record 
of the agent. 

Dr. Fisher—Are papers held for Inspectors’ reports? 

Dr. Ray—No. Where reports are adverse the information 
is forwarded promptly by wire. 

Dr. Van Wagenen—The methods of procedure in office 
detail in the Mutual Benefit are quite different. One primary 
aim is to expedite business and acquire results. The applica- 
tion and medical report are on the same blank, thus avoiding 
delays which often result from separating forms. They are 
invariably forwarded to the Home Office in blue envelopes, 
which attract attention when received with other mail. Every 
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detail is recorded and checked by the person through whose 
hands the paper passes. Records such as M. I. B. are noted 
on memorandum slips. Examiners’ cards contain the name 
of each case examined by a given Examiner. Record of Ex- 
aminer appears on application blank with names of other 
Examiners if irregular. Faults and discrepancies are marked 
on back of application blank. The limit accepted on one life 
is $50,000. Any amount above $15,000 requires action of 
three Medical Directors; from $10,000 to $15,000, two Senior 
. Medical Officers; $3,000 to $10,000, a Junior Medical Officer, 
and any amount below $3,000 is acted upon by a Senior Clerk, 
providing the cases are perfectly clean ones, and subsequently 
checked by a member of the Medical Board. Each member 
of the Medical Board has a symbol, such as x or , which he 
affixes with green pencil to indicate his approval of the risk. 
If correspondence is required, additional marks are added, 
with the number of questions requiring attention. The paper 
is next referred to the other members of the Medical Board 
and then to Executives, when it is returned to the original phy- 
sician for correspondence if approved by the Executives. 

Appointment of Examiners is made upon nomination of 
Referees. Lists of Examiners are arranged alphabetically, 
both as to names and towns, and are revised every five years. 
Pending applications are kept in an indexed filing case called 
the waiting box. Correspondence cards containing memo- 
randa of every action taken during transit through the various 
departments are filed with the papers. In event of delays, 
letters are written to Examiners and subsequently to agents 
to expedite final disposition of each case. Examiners are 
paid for adverse information, and have cards on which they 
forward such facts to Home Office. Inspectors’ reports are 
not obtained in all cases, only when specially requested. In 
conclusion, especial attention is called to the following details: 

1. Blue envelopes for forwarding applications. 

2. Use of green pencil in checking papers. 

3. Employment of symbols instead of name of official 
acting. 
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4. Correspondence card containing full record of action in 
various departments. 

Dr. Wells—In the John Hancock applications upon passing 
through the Policy Department are checked by a representa- 
tive of the Medical Department, who attaches the M. I. B. 
record. The papers then go to the Medical Department, when 
they are checked by three clerks. ‘Omissions are noted. If ex- 
amination is found to be irregular, list of Examiners is attached. 
All occupations are referred to the Medical Director. Recom- 
mendation as to form of policy to be granted is noted. The 
Medical Director acts on all amounts of $10,000 and over, mak- 
ing such notations as ‘“‘Advised,”’ “‘ Not Advised,”’ ‘‘ Postponed”’ 
(stating number of months); also making necessary recom- 
mendations as to form and amount which should be allowed. 
Papers are next sent to the Policy Department, except confi- 
dential communications, which are detached and retained. 
All risks are inspected. Formerly commercial agencies were 
employed, but results were unsatisfactory. A system of in- 
spection under Home Office control is found to give much 
better results. If postponement is necessitated, the fact is 
recorded in red ink. Requests for additional information 
are forwarded to General Agent and he receives daily notices 
of the disposition of each case. Cases are kept under observa- 
tion thirty days only if incomplete, then filed. A certificate 
of health is required for final action subsequent to the period 
up to three months, after which period a full regular examina- 
tion is demanded. In large towns Examiners are of equal 
standing. The senior is preferred, however, and explanations 
are required in irregular employment of Examiners. If any 
physician other than a regular Examiner is employed, an ex- 
planation is demanded from the agent, and the regular Exam- 
iner is written to. 

Dr. Fisher—The Northwestern have Chief and Alternate 
Examiner and require a satisfactory explanation from the 
agent when the Chief is not employed. Vouchers are pre- 
sented every three months and a complete record of work of 
Chief and Alternates is kept, including confidential information 
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when presented. When an applicant is examined for addi- 
tional insurance within a given period another Examiner must 
be employed. This requirement has been found valuable for 
purposes of comparison and often brings out important facts 
which have not appeared on original report. Examiners are 
never allowed to receive remuneration from agents. In large 
cities the various Examiners are expected to arrange for the 
distribution of work in such a manner as to result in approxi- 
mately the same financial return to each. 

Dr. Porter—The control of the examining force and the effi- 
ciency of the system of revision of the medical work can be 
greatly strengthened and improved by the employment in 
each managing agency of a medical representative who has 
been thoroughly trained at the Home Office. In the larger 
cities the adoption of a system which I introduced, and which 
is employed in Greater New York by the Mutual Life, will be 
found of value. 

Examiners and agents are supplied with cards upon which 
full particulars are recorded in regard to each appointment 
for examination as follows: 


Examination completed except Urine 
More Urine required. Appointment (not) made 


Application held for farther Examination, 
‘Appointment (new made 7 


Applicant failed to Keep Appointment 
Ezaminer failed to Keep Appointment 


Application sent te Agency 
REMARKS 


The agent is instructed to attach one of these cards properly 
filled out and signed in presenting his application. Where 
appointments are made over the telephone the Examiner or 
his representative fills them out. This serves to insure a bona 





108 Eighteenth Annual Meeting 


fide appointment, particularly when the card is signed by the 
applicant, and saves many of the annoyances and delays from 
failure on the part of the applicant to be present at the ap- 
pointed time. 

Each branch agency is designated by a letter for conven- 
ience in connection with the filing of cards, which are invaria- 
bly,mailed by the Examiner to the Home Office on the day of 
the appointment. These cards enable the clerk at the home 
Office to have all desired information on file before ten the 
next morning. The form of the cards is as follows: 


APPOINTMENT CARD. 


This Card must be filled out by the Agent 
and accompany each Application. 





Letter......A 


Name 





Date of Birth 





Address. 





Room No............ ront. Right. 


Name of Employer or Person with whom 


Applicant resides 





Telephone No. 





Date of Appointment 





Time of Appointment 








Applicant's Signature Agent's Signature. 


SUBSEQUENT APPOINTMENTS. 
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Each Manager is advised at this time of all particulars in 
regard to every appointment made by his representative the 
previous day. The cards are retained in the filing cabinet 
until the case is finally disposed of, records being kept on the 
card of subsequent appointments, and all steps taken up to 
the time of final action on the application. 

In agencies other than those in the Home Office territory 
it is found that iocal medical supervision and revision of the 
work at the hands of specially trained physicians adds im- 
measurably to the efficiency of the service and overcomes in 
a large measure the delays and difficulties ordinarily expe- 
rienced. 

Dr. Rogers—In the New York Life we appoint one Medical 
Examiner who is made entirely responsible for the work of 
his territory. He arranges for deputies to act in his absence. 

In connection with handling of papers at Home Office, the 
employment of symbols is found to save an enormous amount 
of work. Correspondence by means of printed stock letters 
greatly facilitate the routine office work. A stock form and 
reply sheet is used. Letters such as S and E are employed indi- 
cating the letter by stenographer to examiner. These meth- 
ods result in a saving of thirty-three per cent. in expense of 
stenographic work. 

In filing, papers are filed flat, saving an immense amount of 
space. Books are cumbersome and not satisfactory. I am 
pleased to learn that another company is employing clerks 
to act on certain applications. 

Dr. Toulmin—We have found the employment of a Medical 
Inspector of great value, adding wonderfully to the efficiency 
of field experience. 


The evening session was called to order at 8.30, 
President Rogers presiding. 

Dr. J. B. Ogden read by invitation ‘the following 
paper: 
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A PLEA FOR UNIFORMITY OF TESTS FOR 
ALBUMIN AND SUGAR AMONG 
MEDICAL EXAMINERS 


It was with much pleasure that I accépted the invitation of 
this Association to read a paper before it, and I want to thank 
you for the honor conferred upon me. My topic is one in 
which I am sure you are all interested, and I trust that what 
I have to say will lead to uniformity of methods, not only 
among the Medical Examiners of a given insurance company, 
but among the Examiners of all companies. 

In conversation with Dr. Thomas H. Willard, many months 
ago, it transpired that we had both been impressed with the 
variety of tests for albumin and sugar which were in common 
use by the Medical Examiners of the Metropolitan Life Insur- 
ance Company. In looking into this matter somewhat closely, 
I found that out of one hundred Examiners, taken at random, 
the following tests were being used: 


FOR ALBUMIN. 


Heat and nitric acid 

Heller’s nitric acid 

Heat and acid (kind of acid not given) 
Heat (if acid used, it was not given) 
Robert’s nitric-magnesium 

Tanret’s 


Heller's and heat (two tests)........ 0.2... ccesceee 3 
FOR SUGAR. 


Haines’s 
Fehling’s 
Trommer’s 


Fehling’s and Whitney’s (two tests) 
Trommer’s and Fehling’s (two tests) 
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I can assure you that the greatest of care is exercised by 
Dr. Willard and Dr. Knight, Medical Directors of the Metro- 
politan Life Insurance Company, in the selection of Medical 
Examiners for that company. The figures that I have just 
given are, therefore, not the result of incompetency among 
the Examiners, but largely the result of training in medical 
schools and the lack of uniformity among books devoted to 
the analysis of urine. In this list the Examiners were from 
various parts of the United States and Canada, and they, of 
course, are representatives of a large number of medical 
schools, and their methods and technique must necessarily 
differ to a greater or less extent. 

With poor methods and faulty technique mistakes are 
bound to occur, and errors from such causes are often ex- 
tremely important. By the concerted action of the members 
of this Association, I am sure the urinary work in the insur- 
ance field can be raised to a much higher level. This can 
be accomplished by giving the Examiners explicit directions 
as to methods and technique. 

My purpose in presenting this subject to you to-night is to 
call your attention to a number of important points in the 
applications of some of the old and reliable urinary tests. 
Some may say that the methods of testing for albumin, for 
example, are so well known and so simple that it is unneces- 
sary to review them, and in this I can fully agree, provided 
they are properly applied. Experience extended over a good 
number of years has shown me that some men who may have 
been proficient in this work at one time have allowed them- 
selves to cut off corners in the application of the old tests, 
either because of lack of time or a dislike for the work, or have 
been persuaded to try new, short, and highly recommended 
tests or methods, all at the expense of accuracy. I do not 
make these statements disparagingly, for it is evidently per- 
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fectly natural to so modify a routine as to make it easy, simple, 
and time-saving; but I do contend that a departure from time- 
worn roads is very apt to lead to serious difficulties. No one 
is more willing than myself to adopt new ideas, but they must 
be fundamental and capable of withstanding close scrutiny 
and long and satisfactory usage. I shall, therefore, not give 
you any new or fancy tests or outline a technique which is too 
refined to be accurate, but shall endeavor to indicate a good 
working plan which will give satisfactory results when suffi- 
cient care is exercised. 


DETECTION OF ALBUMIN. 


The urine should always be filtered through a high grade 
of filter paper, and through several thicknesses if necessary, 
before applying any of the tests for albumin. To some this 
may seem a trivial matter, but I consider it one of the most 
important steps in conducting a careful and reliable albumin 
test. All urines contain suspended matter, sometimes in large 
but often in small amounts, which must be removed in order 
to detect small traces of albumin. 

The urine should not be filtered through French chalk (talc), 
Fuller’s earth, bismuth subnitrate, magnesium carbonate, 
charcoal, or other inert substances. We are indebted to Dr. 
Brandreth Symonds, Medical Director of the Mutual Life In- 
surance Company, for his investigation of the filtration of 
urine through French chalk.* He found that albumin was 
removed from the urine by this substance. A good filter 
paper will clarify all urines except those containing chyle and 
many bacteria. A specimen containing bacteria can be clari- 
fied by precipitating the earthy phosphates with ammonium 
hydroxide and filtering; the precipitate of phosphates carries 
with it the bacteria. The urine thus treated is, after filtration, 
rendered faintly acid with ten per cent. nitric acid, and it is 
then ready for the albumin tests. A urine containing chyle 
can be clarified only by shaking with ether. 


* Medical Record, August 8, 1896. 
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Nitric Acid Contact Test (Heller's Test).—Take a perfectly 
clear and dry conical wine-glass and one-half fill with filtered 
urine. Incline the glass so that the urine nearly reaches the 
edge, and then underlie with concentrated nitric acid, pouring 
it from the bottle as slowly as possible, until the acid equals 
approximately one-third the volume of urine used. If albu- 
min be present, a more or less distinct wide band or zone of 
coagulated albumin will be seen just above the junction of 
the acid and the urine. It is important that a dark back- 
ground be adjusted obliquely in frort of, or a little to one side 
of, the glass between the source of light and the glass, but not 
so placed as to cut off the light. This procedure is necessary 
for the detection of very slight traces of albumin. A zone of 
acid urates often appears in this test, but it is much above the 
junction of the urine and the acid and should not be mistaken 
for a zone of albumin. 

A test tube may be substituted for a wine-glass, but such 
a tube should have a calibre of about one inch. Take about 
one inch of urine in the test tube, and allow the nitric acid to 
flow slowly from a pipette down the side of the tube, underly- 
ing the urine. A dark background should also be used in or- 
der to make the result of the test certain. 

In the use of nitric acid for the detection of albumin the 
test should always be allowed to stand from three to five min- 
utes before deciding that albumin is present or absent. For 
some reason which I am unable to explain, this slow reaction 
is quite frequently seen. It appears to bear no relation to 
the form of the proteid present, for all of the cases that I have 
investigated have shown the same proteid, viz., serum albu- 
min. A urine tested by nitric acid and immediately read may 
show a negative result,'whereas if the test is allowed to stand 
about five minutes a distinct band of albumin may be seen. 

The urine should never be allowed to flow down the side 
of the wine-glass or test tube upon the acid. I am aware that 
quite a number of books on the analysis of urine advise this 
method, and particularly that the urine be allowed to flow 
down upon the acid with great care, so that the urine and the 
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acid do not mix. This procedure is, I believe, a mistake. 
Some years ago, while I was Director of the Clinical Labora- 
tory at the Boston City Hospital, I made a large number of 
comparative tests of (1) placing the urine very carefully upon 
the acid, and (2) of underlying the urine with the nitric acid 
in the manner that has been already outlined. I was soon 
convinced that the method of placing the urine upon the acid 
was liable to error, for the following reasons: (a) The point of 
contact between the urine and the acid is so sharp that a small 
trace of albumin is apt to be overlooked unless the test is 
allowed to stand undisturbed for from twenty to thirty min- 
utes, or, in other words, until the two fluids have had a chance 
to become mixed to a slight extent; (b) a zone of acid urates 
or a cloud of balsams is so close to the zone of albumin, or the 
area where albumin would be, if present, that it is apt to be 
mistaken for albumin. By allowing the acid to flow slowly 
down the side of the tube or wine-glass, underlying the urine, 
there is a slight admixture of the two fluids, which I believe 
is essential for the detection of small traces of albumin. Un- 
der these circumstances the zones of albumin and acid urates 
are quite widely separated and the distinction is easily seen. 
A zone ot balsams can also be readily distinguished, from the 
fact that it is below the junction of the acid and the urine. 
If the Medical Examiner uses both Heller’s nitric acid test and 
the heat test, he will occasionally obtain a distinct albumin 
reaction with heat, but with Heller’s test he will get a negative 
result. Upon investigation it will quite often be found that 
he has placed the urine carefully upon the acid, instead of 
allowing the acid to flow down under the urine, and thus his 
confusing result is due rather to the improper application of 
Heller’s test than to its lack of delicacy. 

A pipette containing nitric acid should not be passed 
through the column of urine to the bottom of the glass and 
the acid allowed to come very slowly up under the urine, nor 
should the so-called albumoscope or horismascope be used for 
the same reasons that I have already outlined, the results being 
virtually the same as placing the urine carefully upon the acid. 
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A urine should not be tested for albumin by the nitric acid 
contact test immediately after it has been voided, but suffi- 
cient time should be allowed for the specimen to approximate 
room-temperature. Dr. Frank Wells, Medical Director of 
the John Hancock Mutual Life Insurance Company, first 
called my attention to this important matter in some remarks 
which he made before the Boston Medical Library in 1904. 
He said*: ‘“‘Every specimen of urine, before being analyzed, 
should be allowed to become cool. It is better, I think, to 
allow the cooling to take place naturally, rather than to hold 
the receptacle under water. While the examination of a warm 
specimen might not make so much difference where there is 
a pronounced amount of albumin, yet I am convinced that 
where there is a small quantity or a trace its presence would 
be more readily detected in a cold specimen. I am certain 
that the reason that examiners will sometimes, and perhaps 
often, fail to discover the presence of albumin is, that they 
are in too much of a hurry and analyze the specimen imme- 
diately after it has been voided. You know from experience 
that so often the agent, applicant, and Examiner are all in a 
hurry to complete the examination, and that this leads to 
careless work.’’ Previous to 1904 my own experience in this 
matter was practically nil, but since then I have learned the 
wisdom of this observation of Dr. Wells, for it is a fact that 
warm urine does not respond nearly as readily to Heller’s test 
as cold urine. The temperature of the urine is apparently of 
no importance in the application of the heat test. 

Heat Test for Albumin.—It is essential that the urine be 
filtered and that it have a faintly acid reaction. If the urine 
is alkaline the albumin is in the form of alkali albumin, which 
is not coagulable by heat. Care should also be exercised in 
rendering a urine acid, for if too strongly acid the albumin is 
in the form of acid albumin, which is also not coagulable by 
heat. 

If the Urine is Acid, take one-half test tube of the filtered 
urine, add one-sixth of its volume of saturated salt solution, 

* Confirmed by personal letter under date of July 22, 1907. 
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hold the tube by the lower portion, and boil the upper one- 
third. Ifa cloud forms it consists of either albumin or earthy 
phosphates. Add two or three drops of ten per cent. nitric 
acid, boil again, and add three drops more of the ten per cent. 
acid; if the cloud remains albumin is present, but if the cloud 
entirely disappears the precipitate is phosphatic and albumin 
is present. 

If the Urine is Alkaline, take one-half test tube of the filtered 
urine, add one-sixth of its volume of saturated salt solution, 
and then a sufficient number of drops of ten per cent. nitric 
acid, or thirty-three per cent. acetic acid, to render faintly 
acid; boil the upper one-third of the column of urine as di- 
rected. Ifthe urine has not been rendered faintly acid a pre- 
cipitate or coagulum of albumin will not appear until sufficient 
dilute nitric acid has been added, drop by drop, to the hot 
urine to faintly acidulate. As soon as the proper reaction 
has been reached, a precipitate will appear if albumin be 
present. 

The addition of saturated salt solution to the urine is a very 
important step in the application of the heat test for albumin, 
as has been shown by Hastings,* particularly if acetic acid is 
used in the test. We know that acetic acid is the natural 
precipitant of nucleoalbumin, but it does not cause a precip- 
itation in the presence of an excess of sodium chloride. There- 
fore, by first salting the urine the test for nucleoalbumin is 
eliminated. After the urine has been treated with the salt 
solution, either dilute nitric acid or acetic acid may be used 
to favor the coagulation of albumin and to dissolve any pre- 
cipitate of earthy phosphates which has been thrown down 
by the heat. If, for any reason, the urine has not been salted 
before boiling, it is safe to use only a ten per cent. dilution of 
nitric acid, which, in my experience, does not precipitate 
nucleoalbumin. 

In the use of dilute nitric acid, three to ten drops can safely 
be added to a half test tube of urine in case the urine is already 
acid. There is danger in using the concentrated nitric acid, 

* Medical Record, July 7, 1906. 
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since it is likely to dissolve small amounts of albumin that 
may have been precipitated by the heat. 

That portion of the urine which has been used for the nitric 
acid test for albumin should not be used for the heat test, for 
any albumin present will be converted to acid albumin and, 
therefore, not precipitable by heat. 

Both the nitric acid contact test and the heat test should 
be applied to every sample of urine. One test serves to check 
the other, and this is to the mutual advantage of the Medical 
Examiner and the insurance company. 

Tests for albumin should not be made or read by artificial 
light. We all know that it is not unusual for the Examiner 
to complete his insurance work for the day by making a num- 
ber of urinary analyses in the evening before mailing his 
reports to the Home Office. My experience has convinced me 
that albumin is very apt to be, and often is, overlooked as 
a result of this practice, particularly when only a small trace 
is present. No test for albumin can be depended upon unless 
it is read by good natural light. 

There are, of course, numberless other tests for albumin, but 
most of them have one or more of the following objections: 
(1) lack of delicacy; (2) reaction with other substances than 
albumin; and (3) too long and complicated for general use. 
I know of only one test, besides the nitric acid contact test, 
and the heat test, which I would care to use or recommend, 
and that is potassium ferrocyanide and acetic acid. I be- 
lieve, however, that it is important in this test that the urine 
be first treated with one-sixth of its volume of a saturated 
solution of sodium chloride in order to prevent a reaction with 
nucleoalbumin. The Tanret and the picric acid tests, which 
are popular with some Examiners, should be avoided, chiefly 
because they react with other substances than albumin, and 
the results are, therefore, misleading. 

DETECTION OF SUGAR. 

The copper tests, which depend upon the power that grape- 
sugar possesses of reducing the oxide of copper in alkaline 
solution to lower oxides, are probably more commonly used 
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than all others for the detection of sugar in urine. It is safe 
to say that they are the most convenient and rapid of all tests 
for routine work. The two copper tests which I can recom- 
mend are Fehling’s and Haines’s tests, the choice to be left to 
the Examiner. 

Fehlings’ Test.—Fehling’s solution should be prepared by 
a reliable druggist and the best of ingredients should be used.* 
Both the copper and the alkaline tartrate solution should be 
freshly and separately prepared at least once every month; if 
this is not done peculiar and misleading results are bound to 
occur. The copper and the alkaline tartrate solutions should 
be kept in separate bottles and mixed as required. The test 
should be applied as follows: 

Method.—Take equal parts of the copper and alkaline tar- 
trate solutions in a test tube and then add a quantity of water 
equal to the combined volume of the two reagents used: the 
total quantity to prepare for a test need not exceed 5 c.c. 
(about 1} fluid drams). Boil the mixture, and if it remains 
clear add a few drops of the urine; warm the mixture but do 
not boil, then add a few more drops of the urine; warm again, 
and so on until the amount of urine added equals one-half the 
volume of Fehling’s solution used. If th: specific gravity of 
the urine to be tested is below 1020, the urine may be added 
in equal volume to the test solution. If much sugar is pres- 
ent, a yellow or red precipitate of suboxide of copper quickly 
appears. If the amount of sugar is less than one per cent., 
the reduction will not appear until after several minutes— 
five to thirty. If a reduction does not take place in thirty 
minutes sugar is absent; if, on the other hand, the result of 
the test is still doubtful, the test tube should be set aside from 
twelve to eighteen hours and then the sediment examined to 
see if there has been any deposit of the suboxide of copper. 

Haines’s Test.—This test is chosen by some Medical Exam- 
iners because all of the ingredients are in a single solution 
instead of in two separate solutions, as in the case of Fehling’s 

* The Fehling’s solution prepared by E. R. Squibb & Sons, Brooklyn, 
will be found very reliable. 
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solution. The solution is also supposed to keep fresh indefi- 
nitely ; this, however, is a mistake. In my experience Haines’s 
solution is not to be depended on after one month, although 
under some conditions it may prove reliable for a longer time. 
It is the safest rule to have the mixture freshly prepared once 
every month. The test is best applied as follows: 

Method.—Take about one dram of the solution in a test tube 
and gently boil; add eight to ten drops of the suspected urine 
and again gently boil. If sugar is present, a copious yellow 
or yellowish-red precipitate of copper suboxide separates; if 
the amount of sugar in the urine is small the reduction may 
require from five to thirty minutes, but if no change has taken 
place in thirty minutes sugar is absent. If the result of the 
test is still doubtful, the test tube should be set aside and 
allowed to stand from twelve to eighteen hours and then the 
deposit examined for the presence of a suboxide of copper. 

A grayish or greenish precipitate of phosphates, which is 
almost always thrown down by the alkali in Fehling’s or 
Haines’s solution, should not be mistaken for a deposit of 
suboxide of copper, which is always yellow or red. 

Simple decolorization of either Fehling’s or Haines’s solu- 
tion by the urine should not be considered a positive reaction 
for sugar, for sometimes a concentrated and strongly acid 
urine, which is sugar-free, will decolorize the copper; on the 
other hand, a decolorization may indicate a beginning reduc- 
tion of the copper, particularly when only a trace of sugar is 
present. Under such circumstances it is advisable to let the 
test stand for twelve to eighteen hours before arriving at a 
definite conclusion. 

If a urine contains a large amount of albumin, it should be 
removed by boiling, adding two to four drops of acetic acid, 
filtering, and with the filtrate applying the tests for sugar. 
The presence of large amounts of albumin renders the tests 
for sugar unreliable. 

There seems to be an impression among some Medical Exam- 
iners that if the specific gravity of the urine is very low, sugar 
must be absent. Of course this is not so, for decided amounts 
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of sugar may be present with a specific gravity below roro. 
The test for sugar should, therefore, always be performed, 
regardless of the specific gravity. 

Tests for sugar should not be made by artificial light, or, 
if the test is made, it should not be read until natural light 
can be used, for the same reason that I gave when speaking 
of albumin. 

The urine should not be filtered through French chalk, Ful- 
ler’s earth, bismuth subnitrate, charcoal, magnesium carbon- 
ate, or other inert substance before applying the test for sugar. 
Dr. Symonds, in his investigation to which I have already 
referred (see ‘‘Detection of Albumin”), found that French 
chalk removed sugar as well as albumin from the urine, and I 
know from my own experience that charcoal or any other 
substance which will remove the coloring matter from urine 
will also remove sugar. 

While the copper tests for sugar are rapid and convenient 
they are not always conclusive. It occasionally happens 
that the result of a copper test is doubtful—that is, it leaves 
some question in the mind of the person applying it as to the 
presence or absence of sugar, and sometimes even after the 
test has stood for several hours; this usually happens when 
the amount of sugar is small or when other substances in the 
urine partially decolorize the copper. It then becomes neces- 
sary to use the phenylhydrazine test. This is best applied as 
follows: 

Method.—A test tube of ordinary size is filled for about one- 
half inch with hydrochlorate of phenylhydrazine in powder, 
then an equal quantity of acetate of sodium in powder or crys- 
tals; or two drops of pure phenylhydrazine and an equal num- 
ber of drops of 50 per cent. acetic acid can be substituted for 
these, the result being the same. The test tube is then half 
filled with the urine, placed in a water bath, and kept at the 
boiling point for one-half hour. The tube is then putina test 
tube rack to cool, after which the deposit is examined micro- 
scopically for the characteristic yellow crystals of phenylgluco- 
sazone. Williamson has recommended a shorter method of 
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applying this test,* and that is to boil the mixture in the test- 
tube over the flame for two minutes, instead of keeping it at 
the boiling point in a water bath for one-half hour. I have 
become convinced that the short method is not very reliable. 
About a year ago I made about five hundred comparative 
tests, using the copper tests, and the long and short phenylhy- 
drazine tests on each sample of urine. My results indicated 
clearly that the short phenylhydrazine test was no more delicate 
than Fehling’s test and was quite often doubtful because of 
the frequent occurrence of an amorphous precipitate which 
was difficult of crystallization. I found occasionally that the 
result of the short method would be negative while the copper 
test and the longer phenylhydrazine test were distinctly posi- 
tive. I therefore became satisfied that it was necessary to 
keep the test in the water bath for one-half hour in order to 
get a satisfactory result. To my mind the phenylhydrazine 
test is not a practical one for the use of the Medical Examiner, 
for it requires too much time and considerable skill. It seems 
to me that the most satisfactory way is to have the Examiner 
apply the copper tests, and if he is then in any doubt as to 
the presence of sugar to send the specimen to the Home Of- 
fice, where the phenylhydrazine test can be performed and 
interpreted. 

As you are aware, there are a number of other tests for 
sugar, but with the exception of two they are all objectionable. 
The two tests which I have accepted are the fermentation test 
and Boettger’s test with Nylander’s modification. It is safe 
to say that the fermentation test is one of the best, but it has 
never been very practicable for routine qualitative work be- 
cause of the length of time necessary for its application, requir- 
ing as it does about twenty-four hours, or even forty-eight 
hours when the amount of sugar is small. Unfortunately it 
is also not very delicate. Its greatest use, to my mind, is for 
approximate quantitative purposes, especially in getting a 
general idea of the progress made in the treatment of a dia- 
betic. Boettger’s bismuth test has one serious objection, and 

* Diabetes Mellitus and its Treatment, 1898, page 25. 
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that is that the urine to be examined must be free from albu- 
min or other sulphur-containing bodies, otherwise a reaction 
will occur which may be mistaken for sugar. 

Notwithstanding the shortcomings of the copper tests, 
which are in reality few, I believe that they are by far the most 
satisfactory tests for sugar for the use of the Medical Examiner 
in the field. When they are carefully and properly applied 
the results are rarely doubtful. 

I think that we can all agree that it does not require any 
particular skill to detect a large amount of albumin or a large 
quantity of sugar in the urine, but the detection of small 
amounts of albumin or sugar does necessitate very careful 
and intelligent work. It is the small traces that are sometimes 
very significant in determining the fitness of an applicant for 
life insurance. 

Gentlemen, there are many other important features in con- 
nection with the analysis of urine that I have not the time to 
consider. This paper has been written and read with the hope 
that I might suggest a working plan for the detection of albu- 
min and sugar, which would result in greater uniformity of 
methods among Medical Examiners in the field and in raising 
the urinary work, in connection with life insurance, to a higher 
plane. 


DISCUSSION. 


Dr. Bross—In visiting Examiners throughout the field, my 
experience shows that the chief difficulty in securing satisfac- 
tory urinary work is due to faulty technique and improper 
equipment rather than lack of knowledge of general tests to 
be employed. At least twenty to twenty-five per cent. of the 
errors are due to these factors. In formulating instructions 
to remedy this condition, the simplest methods possible should 
be prescribed and the more complicated details avoided. It 
would not be safe to direct the average Examiner to clarify a 
specimen as a matter of routine practice, as it would introduce 
an element of additional possible error. The heat, nitric 
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acid and Fehling’s tests are the most desirable for general 
adoption. They are the best known to the majority of phy- 
sicians and are the least likely to be applied in a faulty man- 
ner. I have invited Dr. D. Wolf, the Chemist of our Company, 
to outline to you the methods employed by the Equitable Life, 

Dr. Wolf—lIn reference to ‘‘A Plea for Uniformity of Tests 
for Albumin and Sugar, among Medical Examiners,”’ I would 
like to suggest the following: 

I do not think it is a safe procedure to examine a specimen 
requiring clarification with ammonia or other alkali on account 
of the presence of bacteria, as the possibility of the destruction 
of traces of albumin by these organisms is evident. 

There is a necessity of noting the reaction of specimens to 
litmus before applying either the heat and nitric acid test or 
the Heller’s contact test; for if the specimen is alkaline a fail- 
ure to precipitate alkali albumin, if present, may be due to the 
insufficient addition of acid. On the other hand, if the speci- 
men contains albumin of an acidic nature neither the addition 
of the acid to the heated urine nor the contact test will cause 
a precipitation unless the specimen was previously treated 
with a sufficient amount of alkali. 

I have frequently observed a reaction with heat and nitric 
acid (with or without the addition of sodium chloride), the 
Heller’s test, and the ferrocyanide test, which upon further in- 
vestigation proved to be due to neither serum albumin nor to 
serum globulin. Therefore, reactions caused by these tests 
should not be considered final. 

A part of our regular routine, at the Home Office, is to sub- 
mit such specimens to the Roberts nitro-magnesia test. This 
is a mixture of one part concentrated nitric acid and five parts 
of a saturated solution of magnesium sulphate. This reagent 
is used in the same manner as the Heller’s contact test. Al- 
bumin, whether acid, alkaline or neutral, is precipitated at 
the point of contact of the two fluids. The so-called mucin 
or nucleoalbumin is precipitated above the point of con- 
tact. Thisis a ready and rapid method of differentiating these 
proteids. 
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The employment of a vegetable acid, especially acetic acid, 
on account of its tendency to precipitate proteids other than 
albumin, is not to be recommended. 

I would suggest that all specimens which cause a reduction 
of alkaline copper solution be submitted to the phenylhydra- 
zine test for verification. 

Dr. Toulmin—It is of the utmost importance that urinary 
examinations should invariably be made in broad daylight. 
I would suggest, therefore, that instructions to this effect 
appear in red ink upon the examination blank, and that the 
Examiners be prohibited from employing artificial light in 
their chemical work. As difficulty is often experienced in 
properly preserving urine which is sent to the Home Office for 
examination, I would like to ask Dr. Ogden as to the preser- 
vative which he has found most satisfactory. 

Dr. Ogden—Boracic acid, two and a half grains to two 
ounces of urine, is usually satisfactory. If the specimen is 
alkaline, however, decomposition will occasionally occur. 
Formaldehyde interferes with tests for albumin and sugar. 

Dr. Van Wagenen—Difficulty will be experienced in pre- 
scribing definite methods. As an evidence of the astounding 
lack of knowledge of many of the Examiners, I was impressed 
in reviewing a large number of examinations by the fact that 
the word Fehling was spelled in over sixty different ways. 
There is unquestionably a most unfortunate ignorance of the 
ordinary methods, and I would suggest the uniform employ- 
ment of the simplest tests. We have had considerable trouble 
in satisfactorily preserving specimens for transportation. 

Dr. Willard—I believe that a committee should be ap- 
pointed to formulate directions for uniform adoption by all 
companies. By designating the tests to be employed and 
outlining the details of technique, a great improvement in 
the examination of urine will unquestionably result. The 
younger physicians taking up insurance work are much better 
equipped than those graduated years ago, and will be able to 
follow directions given in accordance with this suggestion. 

The fact should be impressed upon them that they are em- 
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ployed to obtain facts and submit them concisely in their 
reports, leaving the question of judgment as to the insurability 
of the applicant to the Home Office. Where adverse recom- 
mendations are submitted, the reasons for such action should 
be given. Home Office laboratories should be established 
where specimens in all questionable cases can be examined, 
and Examiners instructed in matters of technique. We always 
endeavor to instruct our examiners either at the Home Office 
or through correspondence in regard to proper methods where 
faulty results in their work are apparent. 

Dr. Devendorf—Errors are frequently due to lack of fresh 
and properly preserved reagents. It is important, therefore, 
that some means should be employed to control and overcome 
this possible source of incorrect work. 

Dr. Wells—There is no more important question existing 
to-day than the detection of abnormal conditions by proper 
urinary examinations. Bright’s disease is on the increase, 
due on the one hand to the strenuous life necessitated by 
business conditions and on the other to the regular excessive 
use of alcohol. Examiners do not sufficiently appreciate the 
importance of the duty imposed upon them. In the haste 
due to agency demands, specimens are not allowed to cool 
as they should be, but are examined immediately after passing. 
To obtain really satisfactory results, a specimen of the full 
twenty-four hours should be examined, and our Company has 
made this a Home Office requirement in all amounts of $40,000 
or more, and for $25,000 and over where the applicant is fifty 
years of age, part of the specimen to be voided in the presence 
of the Examiner. It is often demonstrated that apparently 
capable physicians cannot be relied upon to make a reliable 
urinary examination. 

I was impressed by Dr. Ogden’s remarks in regard to the 
presence of sugar in the urine of low specific gravity. I recall 
a case in which sugar was found in numerous specimens, some 
of which had a specific gravity above 1022. This was in a 
subject found to be suffering with malaria. We are certainly 
indebted to Dr. Ogden for his valuable paper. 





126 Eighteenth Annual Meeting 


Dr. Root inquired as to whether the polariscope was 
employed in the detection of small quantities of sugar 

Dr. Ogden—I do not consider that it should be required 
ordinarily, as the methods outlined are sufficiently accurate 
for life insurance work. 

Dr. Porter—I noted, in describing the method of applying 
Heller’s test, Dr. Ogden advised underlying the urine with 
nitric acid. Whereas the results of his observations in the 
large number of comparative tests recorded are undoubtedly 
correct, I question the wisdom of adopting the method gen- 
erally in life insurance work. The average Examiner is far 
from expert, and, regardless of any rules that may be laid 
down, will conduct the urinary examination hastily and often 
carelessly. The result of the adoption of this method gen- 
erally, therefore, would be the admixture of urine and acid 
to such an extent as to render the results valueless in a large 
percentage of cases. The danger of this admixture is much 
less where the urine is allowed to flow slowly down upon the 
acid, and in giving instructions to the average field worker I 
believe this procedure should be advised. The careless appli- 
cation of this method would certainly result in the acidulation 
desired by Dr. Ogden in detecting faint traces of albumin. 
In the hands of our best Examiners in larger cities, or at the 
Home Office, the results claimed by the Doctor might be ob- 
tained. The suggestions embodied in his admirable paper 
should be given most careful consideration in framing uniform 
directions for general adoption, and will unquestionably be 
found of great value. 

Dr. Willard—I have found that Examiners who have failed 
to find albumin in given specimens upon pouring the urine 
upon the acid have succeeded in obtaining a satisfactory reac- 
tion upon underlying the acid. 

Dr. Wilkins—We have obtained better results where the 
acid is introduced through test tubes under the urine, owing 
to the fact that the urine is not disturbed to the same extent. 
I would like to learn from Dr. Ogden the objection to this 
method. 
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Dr. Clark W. Davis—The examination of urine is of equal 
importance with examination of the heart, and the subject 
is of unusual interest at this time. We are certainly in- 
debted to Dr. Ogden and I would suggest that reprints of his 
paper be sent generally to Examiners in the field. The paper 
simplifies the work of the committee appointed to consider the 
subject in the future. 

Dr. Wells—With Dr. Ogden’s permission, I shall have cop- 
ies sent to the Examiners of our Company. 

Dr. Lounsberry—I would like to suggest that printed slips 
be drawn up containing specific instructions as to technique, 
to be sent by each company to its Examiners. 

Dr. Rogers—I would like to ask Dr. Ogden in regard to the 
filtration of urine in every case. Would it be necessary where 
the specimen is clear? Companies have accepted risks for 
years as a result of the recommendation based upon the work 
of the men in the field, and it is a question as to whether 
some of the refinements of technique are desirable or safe in 
the hands of the field force. 

Dr. Dwight—As a result of my experience, I am convinced 
that accurate results cannot be obtained without filtration. 
The detection of even the smallest amount of albumin is of 
the greatest importance and I believe that the utmost care 
should be taken in all details of the work. 

Dr. Root—I do not believe that companies should be re- 
stricted to given tests in the examination of urine. Simple 
rules can be formulated in regard to certain tests, but they 
should not be insisted upon to the exclusion of others. It is 
certainly not feasible to insist upon twenty-four-hour speci- 
mens as a routine practice. 

Dr. Ogden—In conclusion, I wish to express my apprecia- 
tion of the active discussion of this paper. In referring to 
some of the points brought up, I would say that.it is of the 
utmost importance that the Examiners’ offices should be 
equipped with proper appliances, and that they should inva- 
riably be kept clean. Filtration is one of the most essential 
details (takes only two or three minutes additional time) and 
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if required in all cases will be more likely to be done when it 
is especially indicated. Albumin, if present, should be de- 
tected. The entire question is one of technique. Give the 
tests which are expected and methods of applying them 
and much will be accomplished. The fewer the tests men- 
tioned, the less danger of error in applying them. 

The English commission appointed to investigate this sub- 
ject suggest practically the same tests and methods outlined 
this evening. For mailing specimens, I use a 1} ounce bottle 
made by Whitehall, Tatum & Co., and they are rarely broken 
in transit. 

While it is a distinct advantage to have the twenty-four- 
hour specimen, and quantity of urea, it is hardly practical 
as a general requirement. The quantitative test for urea 
is important and entirely practical for Home Office examina- 
tions. In applying Heller’s test, if urine is superimposed it 
should be allowed to stand and the receptacle agitated to 
allow of the acidulation of the urine above the point of con- 
tact. There is no objection to the use of the pipette if the 
urine and acid are allowed to mix somewhat. 

The application of the simplest tests in the proper way is 
the essential desideratum. 


In concluding the evening program, Dr. Dwight 
outlined the ‘“‘ Working Value of Mortality Charts” 
in a most interesting and instructive manner. 

He showed a large number of charts illustrating 
the experience of the New England Mutual, but as 
the subject was not presented for publication it does 
not appear in the transactions of the Association. 

There being no further business, the President 
announced the time of the morning session as ten 
o’clock. A motion to adjourn was made and 
carried. 
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SECOND DAY. 


President Oscar H. Rogers in the chair. Roll-call 
showed the presence of twenty-one members, a 
quorum. 

Drs. Lounsberry and Ray having been appointed 
tellers by the chair, voting for officers for the ensuing 
year was proceeded with. 

Dr. Fisk read the following paper: 


THE FORCE OF ADVERSE SELECTION AMONG 
ENTRANTS AT THE EXTREMES OF LIFE 
(AGES 15 TO 25 AND 60 OR OVER). 


By Evcene L. Fisk, M.D. 


It is with some trepidation that I offer a paper of this 
description necessarily involving the adjustment and inter- 
pretation of material which is actuarial rather than medical 
in its scope, but I take courage in the thought that, however 
crude or inept my presentation of these matters may be from 
an actuarial standpoint, at least the solid basis of fact is here 
upon which others may build more successfully. 

In all branches of science there has been an advance from 
the qualitative to the quantitative consideration of phe- 
nomena. Chemistry became a science when La- Quyantita- 
voisier with his balance substituted exact formule tive vs. 
for mere haphazard mixtures. Qualitative 

Times have changed since Lavoisier was con- Methods 
demned to the guillotine with the words ‘‘The Republic has 
no need of savants.”’ 

In these days, even in such widely separated spheres of 
activity as psychology and steel manufacture, the exact 
methods of science are being followed, and the hard-headed 
man of business who formerly regarded the scientist as a 
more or less harmless crank is now staking his money on the 
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laboratory worker who is able to say not only ‘‘what kind”’ 
but “how much.” At least those industrial communities 
where such methods have prevailed show a supremacy over 
others where former empirical and traditional methods are 
followed. 

As an illustration of the dependence of industry upon 
science, Sir Norman Lockyer, in his address before the British 
Dependence Association for the Advancement of Science, in 
of Industry 1903, stated that “‘£24,000,000 is less than half 
upon the amount by which Germany is yearly enriched 
Science = hy having improved upon our chemical industries, 
owing to our lack of scientific training.” 

There are signs that medical selection is passing through a 
similar metamorphosis and that we are no longer content to 
know that a risk is “‘good”’ or “bad,’’ but seek to learn “‘how 
good”’ or “‘how bad.”’ In addition to learned opinions based 
upon accumulated impressions, beliefs, feelings, etc., valuable 
as such dicta often are, we demand the same kind of proof 
that is required in other branches of science. 

Whether the weighing, assortment, and interpretation of 
these facts of experience shall be done with the co-operation 
of medical men or solely by the statistician is a matter which 
gravely concerns us. 

I would not be understood as idealizing the inductive 
method in any line of inquiry. The deductive thinker has 
Valueof bridged many a chasm in human knowledge and 
Statistical we respect him when he refuses to surrender a 
Method logical theory at the first appearance of an an- 
tagonistic fact. It is also probably true that there is 
a tendency among individuals constantly engaged in statis- 
tical work to fall occasionally into a sort of Pythagorean 
delusion regarding the powers and attributes of numbers; but 
that should not blind us to the value of methods which have 
laid the foundation of the business of life assurance and in 
the hands of such men as Francis Galton and Karl Pearson 
rendered real service to science at large. 

Before proceeding to a direct analysis of the mortality 
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statistics on young and old entrants I desire to briefly sum- 
marize the state of opinion among life assurance authorities 
generally on these matters so far as I have been able to ascer- 
tain it by personal inquiry and a study of the literature. 

As far back as 1876 Dr. Bartlett, Actuary of the Mutual 
Life, stated in the published experience of that company 
“that the advantage of selection decreases very rapidly among 
those who insured at the younger periods of life, more slowly 
at middle life and among older insurants, and probably never 
entirely disappears.’’ 

In 1897 Dr. Edgar Holden read a most interesting and 
scholarly paper before this Association on “‘The Factors 
which Govern the Acceptance of Risks after Middle Cini 
Life,” in which he quoted Mr. W. T. Standen in Opinion 
support of the general view that medical selection regarding 
is more effective among old entrants than young Young 
entrants and that the expectancy of a man of 75 and Old 
could more readily be determined than that of a eas 
youth of 20. Dr. Holden also concurred in Mr. Standen’s 
view that premium rates charged for higher ages might 
properly be reduced and those for younger lives increased, 
and that a more favorable treatment of older lives should be 
granted, ‘“‘since such lives can be accepted with greater re- 
sultant profit to the company than younger,’’ making the 
reservation, however, that selection should be made “with 
proper appreciation of the liabilities and dangers of advanced 
life.” 

In 1899 Mr. R. G. Hann, in a paper ‘‘On the Mortality Ex- 
perienced among Lives Accepted at Ages over 60 by the 
Equitable Life Assurance Society,’ stated that ‘“‘medical 
selection is evidently at its worst in dealing with those in ad- 
vanced life—probably largely due to the fact that it is more 
difficult to anticipate the prevailing causes of death among 
those advanced in years than among younger applicants.” 

In 1906, Mr. Arthur Hunter read a paper before the Actu- 
arial Society on ‘‘The Mortality Rate Experienced by the 
New York Life Insurance Company among its Deferred 
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Dividend Policies,’’ in which he called attention to the low 
rate of mortality among young entrants, “probably largely 
due to the great care in Home Office selection—the officers 
of the company had a feeling that there might be a con- 
siderable selection against us at very young ages at entrance, 
and accordingly special care was taken to eliminate specu- 
lative risks.” Mr. Hunter also referred to the Equitable 
experience on old lives reported by Mr. Hann and further 
stated, “‘There is little doubt that the utmost care should be 
taken in reviewing applications for insurance from people at 
the older ages of life, because there is less legitimate incentive 
for taking insurance at these ages than at the younger and 
middle ages.” 

At the last meeting of the Association, Dr. Rogers sub- 
mitted a masterly analysis of the Specialized Mortality In- 
vestigation, in which he called attention to the exceedingly 
unfavorable results on old entrants applying for large amounts 
and stated, “It is a question for our executives to decide 
whether the companies should not discontinue granting 
insurance to these applicants.” 

The answers to my circular letter requesting information 
regarding old and young entrants from members of this 
Association may be summarized as follows: 


ENTRANTS 60 YEARS OF AGE AND OVER. 


Twenty-four out of twenty-eight companies heard from 
state that they rigidly exclude all but first-class lives. 

Three companies answer this question rather indefinitely 
Practice of but imply that they accept average lives beyond 
Companies the age of 60. 

One company requires a microscopical examination beyond 
age 60, but does not otherwise materially differ in its treatment 
of various age groups. 

Thirteen companies limit the amount or form of policy 
beyond age 60. 

Four companies do not issue beyond age 60. 

Eleven companies do not issue beyond age 65. 
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Nine companies have no limitations. 

Eighteen companies are unable to state their mortality 
experience even in a general way. 

Eight companies state that their experience on old entrants 
has been unfavorable. 

Two companies state that they have had a favorable ex- 
perience on old entrants. 


AGES AT ENTRANCE 15-25. 


Seventeen companies do not limit these entrants except 
that in a few instances the lowest age limit is fixed at 16, 17, 
or 18, and a number of these companies scrutinize the family 
history and moral hazard with special care. 

Eleven companies limit as to amount and form at various 
ages ranging from 18 to 25, and imply that they scrutinize 
these risks with great particularity. 

Twenty-one companies state that they cannot give their 
mortality experience even in a general way. 

Five companies state that they have had a favorable ex- 
perience on these entrants. 

Two companies state that they have had an unfavorable 
experience. 


In 1893, Mr. T. B. Macaulay, Secretary and Actuary of 
the Sun Life, read a paper before the Actuarial Society ‘‘On 
the Influence of the Age at Entrance on the Force yw, Macau- 
of Selection.” This paper is remarkable alike lay’s Inves- 
for its lucidity and the close logical analysis of tigation 
abundant statistical material. Although this material was 
extracted from old experiences which do not afford the 
best criterion of modern mortality, I think it is worth our 
while to apply the most recent tests available to these ex- 
periences and observe whether the results fully support the 
conclusions reached by Mr. Macaulay. We will then turn 
our attention to more modern experiences and note what 
change, if any, has taken place in the trend of mortality in 
these particular age groups. I wish to make it clear that my 
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main purpose is not to compare young entrants with old 
entrants, although such a comparison will naturally arise 
with the figures on both these groups before us. My object 
is to ascertain so far as may be the quality of each group 
regardless of their comparative merits. 

In closing his paper Mr. Macaulay made the following 
statements: 

“The chief practical conclusions which I think we may 
draw from this investigation may be summed up as follows: 

“1, That the age at entrance makes comparatively 
His Con- little difference in the efficiency of medical 
clusions selection among those who assure after thirty 
years of age. 

“‘2, That medical selection has failed to prevent the in- 
trusion of an undue proportion of bad and doubtful lives at 
ages under twenty-five. 

“3. That adverse selection, both at entrance and in con- 
nection with discontinuances, has a more marked effect among 
lives entering under twenty-five than among those assuring 
later, and that the mortality among these entrants as a class 
is excessive throughout the whole of life. In the case of the 
twenty English offices that permanent excess was about 
seven per cent. and in the case of the thirty American offices 
about seventeen per cent. 

“4. That great attention must be given to the personal and 
family records of applicants at young ages, and that defects 
which would not be considered sufficient to exclude a person 
of older age should probably have that effect in the case of a 
young person. 

“5. That this care is particularly necessary in view of the 
fact that premiums based on the ordinary assurance expe- 
riences are in themselves too low at these ages on account of 
the nature of the tables, apart entirely from the influence 
of adverse selection. 

“6. That persons from sixty to seventy years of age are 
not as a class undesirable lives, although the unfavorable ex- 
perience of individual companies shows that great care must 
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be taken to exclude all cases in which the moral hazard is 
not thoroughly satisfactory. 

“‘ These are, I think, the fair teachings of the twenty English 
and thirty American offices at least.” 

In quoting Mr. Macaulay I have omitted certain references 
to mortality tables with which we are not necessarily con- 
cerned. Much of Mr. Macaulay’s paper is taken  gpangards 
up with a discussion of the merits of various pop- by which to 
ulation tables as standards by which to judge the Measure 
mortality among assured lives. Endless debate Mortality 
might be entered into on this question without arriving 
at any positive conclusion. I shall not touch upon it further 
than to state that there seems to be no absolutely reliable 
table to employ as such a standard. Tables based upon 
assured lives are misleading, as Mr. Macaulay states, ‘‘for the 
reason that by combining all the lives into one table regard- 
less of age at entry the subsequent rates of mortality among 
those who entered early in life are lowered by being mixed 
with the more favorable rates prevailing among the freshly 
selected lives who entered at older ages; while the rates 
among those who entered late in life are raised by being mixed 
with the heavy mortality among those who entered at the 
younger ages and have been long assured.”’ 

On the other hand, any parallelism which may exist be- 
tween the mortality curve of a population group and that 
of assured lives after the effects of medical selection have 
become stationary must be in the nature of an accidental 
resemblance, as entirely dissimilar forces have been at work 
affecting the mortality in these distinct groups. 

As the Actuarial Society’s Select Table is doubtless the 
best instrument that we now possess for measuring mortality, 
I have employed it where the raw materials of the experiences 
analyzed were available, also the American Experience Table, 
which is so widely used in computing premiums and reserves. 

I submit the following analysis of various experiences in 
full, believing that however intricate they may appear at first 
glance they will amply repay more deliberate study at your 
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leisure. In each experience the actual loss as compared to 
that expected by the tables designated at the head of each 
column is exhibited. A brief description of these tables 
will be found in the addenda. 


TWENTY BRITISH OFFICES (H¥ EXPERIENCE, 1869). LIVES. 


Ratio of Actual to Expected Deaths by Various Tables. 
Age at entry 15-25. Age at entry 60 and over 


Actuarial | american es — American 


Hm Society’s |p # 1 
Table Select hee | Table xperience 
Table able able 








42.6 81.6 34-4 29.6 
91.3 144.7 74-5 62.4 
Tia.3 134.9 91.8 72.9 
3 93-1 96.3 77-9 103.4 
4-5 142.2 132.3 119.2 87.2 
6-10 128.8 121.5 117-5 95-7 
over 10 120.5 133-0 125.4 98.9 











Total 115.7 126.8 106.2 89.6 

















THIRTY AMERICAN OFFICES EXPERIENCE (1851-1881). 
AMOUNTS. 


Ratio of Actual to Expected Deaths by Various Tables. 
Age at entry 15-25. Age at entry 60 and over. 





Actuarial | American Thirty Actuarial | American 

Society’s | Experience) American | Society's — 
Select able Table Select able 
Table Table 








135-8 84.5 150.9 82.5 
144.8 ; 74.1 118.2 73-2 
142.5 77-4 99.8 74-6 
3 108.9 92.6 105.1 88.1 
4-5 114.1 82.3 87.2 76.3 
6-10 104.5 87.0 90.6 81.4 
over 10 134.4 75-8 81.5 69.1 








Total 125.8 : 82.4 98.5 78.0 
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MUTUAL BENEFIT LIFE INSURANCE COMPANY’S EXPERI- 
ENCE (1845-1879). LIVES. 


Ratio of Actual to Expected Deaths by the Subjoined Tables. 
Age at entry 15-25. Age at entry 60 and over. 





Actuarial American Actuarial American 
borage Experience Society’s Experience 
Select Table able Select Table able. 





201.9 83.5 ; 41.3 
177.0 91.3 F 60.8 
139.6 95-2 é 64.1 
121.6 98.6 79: 66.6 

90.3 83.6 : 83.5 

Q1.4 88.7 : 92.6 
over I0 96.4 92.6 " 95-2 





Total 107.2 90.3 83.8 

















In the H experience we note that the ratio of actual to 
expected loss by the H™ table itself decreased with the age 
at entrance as follows: 115.7 for ages 15-25; 89.6 young En- 
for ages over 60. The results for the middle ages _trantsin 
are not shown in the table but were as follows: the Old Ex- 
Ages 30-35-40, 100.6; 45-50-55, 97.1. As Mr.  Periences 
Macaulay states, ‘‘It is impossible to say from these figures 
how much of the improvement is due to increase in the effi- 
ciency of medical selection, how much to decrease in adverse 
selection, and how much to the nature of the H™ table itself.”’ 
This we must judge by comparison with another table sup- 
posed to indicate the normal mortality curve. 

It is quite evident that the results on young entrants were 
absolutely bad, however they may compare with other age 
groups; 126.83 of the Actuarial Society’s Select Table and 
106.20 of the American Table are the total figures. Upon 
examining the results by calendar years of assurance we note 
the influence of moral hazard and adverse selection in the 
early years, and later the rapidly decreasing effect of medical 
selection—the ultimate mortality reaching 125.48 of the 
American Table. In the thirty American offices similar con- 
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ditions are noted, the mortality after the roth year reaching 
129.16 of the American Table, although the total mortality 
is less than in the British experience, namely 91.29. Moral 
hazard, adverse selection, and failure of medical selection to 
limit ultimate mortality are plainly indicated by these figures, 
The Mutual Benefit experience is more favorable, but the 
early mortality is very heavy and the ultimate mortality 
far from very satisfactory. Like conditions were noted in 
the experience of the Mutual Life, Connecticut Mutual and 
Washington Life in varying degrees. I have not extracted 
any figures from these experiences, as the exposures were small 
and the mortality showed wide fluctuations. 

Examining the figures relating to old entrants we find in 
the twenty British offices practically no evidence of the effect 
of moral hazard or adverse selection except in the third year 
of assurance. Subsequently the mortality keeps within the 
aggregate H™ experience and evidences a permanent, though 
slight, effect from medical selection. 

In the thirty American experiences the conditions are re- 
versed. Moral hazard, adverse selection and probably less effi- 
Old cient medical examination are reflected in the some- 
Entrants what high percentages for the early years. As in the 
British experience the maximum mortality is found in the 
third year, but from there on it improves and gives evidence 
of decided permanent effect from medical selection. The 
total figures are exceedingly favorable: 82.4 of the thirty 
American Table; 98.5 of the Actuarial Society’s Select Table; 
78.0 of the American Experience Table. 

I am aware that the duration of the policies in the thirty 
American experience was very brief and that many of the 
reporting companies were moribund, conditions which render 
this experience of doubtful value, nevertheless I believe that 
any trend of mortality which it exhibits in agreement with 
other experiences should be regarded as significant. 

The Mutual Benefit experience is even more favorable than 
that of the twenty British offices. There is a gradual and 
consistent rise in the ratio of actual to expected loss with the 
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advance in the age of the assurances. Moral hazard and 
adverse selection appear to have had little influence on early 
mortality and the ultimate mortality is well within the Amer- 
ican Experience Table. The Connecticut Mutual and Wash- 
ington Life experiences show wide fluctuations owing to the 
small exposures, but the total results were quite favorable. 
The Mutual Life experience was unfavorable, but the exposure 
was small and showed wide fluctuations. 

It would appear from these figures that the @ priori view 
of a number of observers, to the effect that it is more difficult 
for medical selection to deal with immature lives conctusions 
than with those advanced in years, is well sup- regarding 
ported by the figures in these old experiences and Old Ex- 
that there is ample warrant for the conclusions  Periences 
reached by Mr. Macaulay. I desire, however, to point out a 
very powerful influence which Mr. Macaulay and other ob- 
servers have not touched upon, namely, the influence of the 
standard of selection which was maintained in these particular 
groups. Theorize as we may about such matters I believe 
there is a natural tendency to look with favor upon these 
young lives simply because they are young. True, the family 
history has always been closely scrutinized for evidences 
of consumption and particular attention devoted to moral 
hazard and insurable interest, but aside from these features 
I think that most offices have had a feeling of confidence in 
these lives. On the other hand it is difficult to dissociate 
the idea of early mortality from old entrants simply because 
they are old. It is natural to be on guard in dealing with 
such lives, and it is quite apparent from replies received to 
my circular letter that in most offices the old en- —_pegfect of 
trants have been very rigidly scrutinized. It is Standard of 
not unreasonable to suppose that the excessive Selection 
mortality among young entrants was due partly to imper- 
fect standards of selection as well as to extraordinary force 
of adverse selection or inferiority in the average quality 
of the lives presenting themselves, and that the low mortality 
among old entrants was due rather to the exacting standards 
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of selection than to any intrinsic superiority in this group 
of applicants. 

There are other aspects to this question which will be fully 
considered when making comparisons between the recent 
and old experiences. 

As the raw materials of the modern experiences were not 
in my possession I was unable to adjust them in exact con- 
formity with the foregoing exhibits, but as the American 
Experience Table is used as the standard of comparison, we 
should be able to satisfactorily determine the general trend 
of mortality, the influence of adverse selection, medical 
selection, etc. 

The figures of the Northwestern Mutual Life were furnished 
me according to the Combined or Actuaries Table. It is 
simply necessary to bear in mind that in the aggregate these 
percentages would probably be several points higher if ad- 
justed to the American Experience Table. 


SIXTY-THREE BRITISH OFFICES (OM EXPERIENCE, 1863- 
1893). LIVES. 


Ratio of Actual to Expected Deaths by Various Tables. 


Age at entry 15-25. Age at entry 60 and over. 





Actuarial |} American 
Year of Om Om Society’s | Experience 

Assurance Table bl Table en able 
‘able 








58.4 i ; 49.6 95-4 52.0 
. 69.0 104.1 71.9 

69.9 90.4 72.3 
: 80.3 94-7 82.5 
4-5 : , 94.5 106.2 96.0 
6-10 x R 90.9 IOI.4 90.3 
over 10 . 83.8 








Total ; 89.2 : 84.1 
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MUTUAL BENEFIT LIFE INSURANCE COMPANY’S EXPE- 
RIENCE (1877-1907). AMOUNTS. 


Ratio of Actual to Expected Deaths by American Experience 


Table. 





Policy Years 


Age at entry 15-25 


Age at entry 60-70 





I 
2 
3 
4-5 
6-10 
over 10 


48.2 
44-7 
54-1 





I-30 











EQUITABLE LIFE ASSURANCE SOCIETY’S EXPERIENCE 


(1869-1895). 


Ratio of Actual to Expected Deaths by American Experience Table. 


Age at entry 61-70. 





Policy Years 


Amounts 


Lives 





I-5 
6-10 
11-26 


90.8 
98.6 
79.0 





97-2 
98.7 
93-4 





Total 


gl. 





96.8 





Age at entry under 25. 


Amounts. 





Policy Years 


United States 


Canada 





I 
2 
3-5 
6-10 
over 10 


34.0 
76.2 
82.3 
93-3 
94-3 





Total 








78.7 








Eighteenth Annual Meeting 


Age at entry 60 and over. 


Amounts. 





Policy Years 


United States 


Canada 





I 
2 
S*5 
6-10 
over 10 


83.7 
75:7 
gI.o 
103.3 
95-9 


84.2 
47:8 
123.6 
136.8 
102.3 





Total 


93-5 








112.6 





NEW YORK LIFE INSURANCE COMPANY’S EXPERIENCE 


(1872-1904). 


AMOUNTS. 


Ratio of Actual to Expected Deaths by American Experience 


Table. 





Policy Years 


Age at entry 15-20 


Age at entry 60-70 





I-4 
79 
10-20 


62 


55 
70 


114 
101 


94 





Total 


61 








105 





NORTHWESTERN MUTUAL LIFE EXPERIENCE. AMOUNTS. 


1858-1900. 


Age at entry 15-25. 


Ratio of Actual to Expected Deaths by Actuaries’ or Combined 


Table 63.2. 


Issues of 1875 to 1889, carried forward to 1900. 


Age at entry 61 to 6s. 





Policy Years Ratio Actual to Expected by Actuaries’ 
Table 





I-5 107. 
over 5 94.6 





Total 98.7 








Issues, 1858-1899, experience computed in 1900. 


Age at entry 61-65. 


Ratio actual to expected by Actuaries’ or Combined Table 90.2. 
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METROPOLITAN LIFE INSURANCE COMPANY’S EXPE- 
RIENCE TO 1907. AMOUNTS. 


Ratio of Actual to Expected Deaths by the Subjoined Tables. 
Age atentry 15-25. Age at entry 60 and over. 





Year of Actuarial American Actuarial American 
Assurance Society’s — uety 5 Experience 
Select Table able Select Table able 





96.2 40.8 97.8 54-0 
105.0 65.3 96.2 68.2 
93-4 70.0 110.4 89.7 
4-5 92.4 $2.5 117.9 108.6 
6-10 69 2 67.0 115.3 102.5 
over 10 88.2 85.1 106.2 04.4 














Total 89.8 62.7 109.7 87.8 








In making comparisons between old and recent experi- 
ences and in attempting a final interpretation of these 
statistics as a whole, we must observe the same precautions 
followed in studying the results of the Specialized Mortality 
Investigation. 

The groups we have under consideration are, in a sense, 
border-line groups, and we may not hope to attain mathe- 
matical accuracy in interpreting the mortality Caution in 
statistics concerning them without a complete Interpre- 
knowledge of the conditions under which they were tation 
selected; the standards of selection that were maintained; 
the forms of policies that were applied for, and any pecul- 
iarities of business practice on the part of the report- 
ing companies that would be likely to affect mortality. A 
mortality figure by itself is of little value without some know- 
ledge of the forces that have produced it. I trust, however, 
that, although our knowledge on these matters is quite general, 
nevertheless, as in the case of the Specialized Mortality In- 
vestigation, we shall be able to draw some useful lesson from 
figures which, at first glance, may appear contradictory or 
paradoxical. 
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On examining the figures extracted from the O™ experience 
we are at once impressed by the favorable change in the 
Young mortality on young lives; 92.4 of the American 
Entrants Table as compared to 106.2 in the H™ experience. 
Om Ex- It is true that the entire O™ experience shows 
perience an improved mortality, but not to the degree noted 
in this particular group. We also observe but little evidence 
of the influence of moral hazard or adverse selection in the 
early years, and the mortality after the 1oth year is only 
104.3 of the American Table, as compared to 125.4 in the 
H™ experience. 

As measured by American standards the ultimate mor- 
tality is high, but in comparison with the O™ aggregate 
experience it is rather favorable. The tendency of British 
mortality to exceed the American rates after the 7th year 
should be borne in mind in this connection. The following 
tables from Mr. Arthur Hunter’s valuable paper on ‘“ Mor- 
tality Experienced by the New York Life Insurance Com- 
pany among its Deferred Dividend Policy-holders”’ illus- 
trates this tendency very clearly: 


RATIO OF ACTUAL TO EXPECTED DEATHS BY THE 
AMERICAN RATE OF MORTALITY. 


Comparison between British and American Mortality Rates. 





: New York Specialized a m 
Policy Life. Investigation a 7 Office. 
; Amounts. Policies. aves, 








43% 
63 
71 
77 
82 
85 
gt 
99 
TO5 














The next table is that of the Mutual Benefit, showing the 
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mortality for the past thirty years. The results are in strik- 
ing contrast to the former experience of this company: 57.4 
of the American Table as compared to go.3 in the Mutual 
old experience is the measure of the improvement. Benefit 
This experience is extremely favorable throughout, the 
percentages, with the exception of that for the first year, 
falling far below the standard assumed for normal busi- 
ness by the Committee of the Actuarial Society. 

Passing on to the Equitable Life experience we find that 
the mortality on young entrants has been quite favorable in 
the United States and somewhat less favorable in 
Canada, except in the first year of assurance. In 
considering this experience it should be remembered that it 
covers a transition period, 1869-1895, and that it is not fair 
to compare it with companies whose experience has been 
brought up to date. 

Making due allowance for this fact, I think we may draw 
the general conclusion from this experience that, although the 
percentages are above the committee’s standard, they are in 
such marked contrast to older experiences as to indicate a 
participation in the improvement that has taken place in this 
group. It would also seem reasonably safe to infer that if 
the experience were carried up to date a much more favorable 
mortality would be exhibited. The figures as they stand are 
quite consistent, showing little evidence of moral hazard or ad- 
verse selection, the ratio of actual to expected rising by regular 
gradations. Medical selection was much more successful in 
limiting ultimate mortality than was the case in old experiences. 

The next table is that of the New York Life from 1872 
to 1904. These figures require little comment. New York 
They indicate a light mortality throughout and Life 
are closely in agreement with those of the Mutual Benefit, 
although somewhat less favorable. 

The Northwestern Mutual Life experience, while not given 
in detail, shows a total mortality among young en- North- 
trants approximating other modern experiences western 
notwithstanding the period of time covered, 1855-1900. If 


Equitable 
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the first fifteen years of this experience were omitted, possibly 
the results would be even more favorable. 

The experience of the Metropolitan Life is remarkably 
favorable when we consider that the risks were written 
Metro- by industrial agents. On the other hand this is a 
politan very recent experience, the largest exposures oc- 
curring during a more favorable epoch than is represented 
in the other tables. 

I am also informed that it is customary to scrutinize very 
closely ordinary business written by industrial agents and 
this may account for the very low first year mortality in this 
experience. 

To sum up the results on young entrants, we find that 
aside from the excessive death-rate after the tenth year in 
Total Re- the British offices there is a uniform light 
sults on mortality exhibited, which is in striking con- 
Young Livestrast with former experiences. 

On scrutinizing the figures in the modern tables relating 
to old entrants there is evident a somewhat discouraging 
Old lack of uniformity in the experiences of the various 
Entrants companies; nevertheless on careful analysis I think 
we may discern a certain pressure of mortality which is re- 
sisted in varying degrees according to the conditions under 
which the risks are selected. 

In the O™ experience the improved mortality indicated 
throughout the table has also affected the old lives, and the 
O™ Ex- mortality rises by regular gradations with the 
perience age of the assurances. The mortality throughout 
closely approximates the Actuarial Society’s Select Table 
and is only 84.1 of the American Table as compared to 
90.3 in the H™ experience. British medical selection has 
evidently been quite successful in dealing with these old en- 
trants. The total mortality is 10.8 points below the aggre- 
gate O" experience. In fact medical selection has been more 
successful with this group than with the young lives in 
permanently reducing mortality. 

In the Mutual Benefit experience the percentages show a 
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surprising similarity to those in the British Offices up to the 
tenth year, with the exception of the second year, when 
a slight excess of mortality appears, possibly from Mutual 
the influence of adverse moral hazard. After Benefit 
the tenth year the percentages rise to a high figure, 1.14 of 
the American Table, notwithstanding the heavy mortality 
assumed by that table for such advanced ages. 

In the Equitable experience a much heavier mortality 
is noted, especially in the first ten years. The later mortality 
is not distinctly unfavorable: 79.03 by amounts 
and 93.44 by lives, of the American Table. These 
figures relate to the entire experience of the company, do- 
mestic and foreign. The heavy mortality by lives in the 
first five years would justify the opinion that moral hazard 
and adverse selection have exerted a powerful influence al- 
though not in the usual manner by affecting policies for 
large amounts. 

As it has been suggested that the unfavorable experience 
on these old lives, both in the New York Life and the Equitable, 
was largely due to the admixture of continental and tropical 
business, which was known to show a high mortality at these 
ages, I also exhibit, through the kindness of Dr. Warren and 
Mr. Hann, the Equitable’s separate experience for the United 
States and Canada. You will observe that the Canadian 
mortality is very high with the exception of the second year 
of assurance and that the mortality in the United States on 
these lives exceeds the aggregate experience on old entrants. 
This is one of those curious instances of a “‘deduction killed 
by a fact.” 

The New York Life experience shows a surprisingly heavy 
mortality during the first four years, but the mortality after 
the tenth year is only 94% of the American Table. New York 
Various influences have evidently been at work Life 
resulting in the intrusion of an abnormal number of early 
hazards. Moral hazard and adverse selection have doubt- 
less been augmented through the opportunities offered by 
a policy incontestable from date. Probably the effect of 


Equitable 
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continental and tropical business has been more marked than 
in the Equitable. If the influence of moral hazard could be 
excluded, I think we should find that medical selection had 
been fairly successful in dealing with these lives; at all events 
the figures indicate a permanent reduction in the later 
mortality. 

In the Northwestern Mutual Life, on business issued from 

1875-1889, a heavy mortality is exhibited in the first five 
North- years of assurance. Results on business issued 
western from 1858-1899 are more favorable, but are not 
given in detail, so that it is difficult to measure the 
effect of adverse selection. This experience also contains 
some paid-up policies, but it is not probable that their in- 
clusion has materially affected the total figures. Judging 
by the experience on issues from 1875-1889 it would seem 
that moral hazard and adverse selection had exerted a very 
important influence on the mortality during the first five 
years and that the later mortality was also somewhat 
excessive, 94.6 of the Actuaries’ Table. 
- The Metropolitan Life experience is interesting as showing 
results on essentially modern business, but inasmuch as these 
Metro- risks were written by industrial agents allowance 
politan must be made for the higher mortality usually 
obtaining on such business. We find the mortality after 
the tenth year approximating that of the Equitable and 
New York Life, but the force of mortality is greatest between 
the fourth and tenth year. The absence of moral hazard 
and adverse selection in the first two years is remarkable. 
In the third year, however, the mortality quickly rises, and 
the total result, 87.8 of the American Table, cannot be regarded 
as very satisfactory when the comparatively brief duration of 
the assurances is considered. 

To sum up the results on old entrants, it is quite apparent 
that the mortality on these lives, in this country at least, has 
Total Result been distinctly unfavorable and that they show a 
on Old Lives diminished vitality when compared with the same 
group in the old experiences. 
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There is an irregularity in the mortality curves of various 
companies, some showing a heavy mortality in the early 
years, others a maximum mortality in the later years, these 
fluctuations doubtless resulting from varying standards of 
selection or the conditions under which the risks were written, 
as well as from the smallness of the group. 

It was my intention to extract from the Specialized Mor- 
tality Investigation the experiences on both groups of en- 
trants for the entire 98 classes, but on further con- gpecialized 
sideration I concluded that the immense amount of Mortality 
labor involved would not be justified by the results, Investi- 
as the introduction of statistics on border-line risks gation 
would be somewhat confusing and afford no positive criterion 
for measuring the force of adverse selection in an average 
group. Much valuable information may be drawn from par- 
ticular groups in the Specialized Investigation, however, not- 
ably Class I, to which your attention has already been 
directed, showing a very heavy mortality on old applicants 
for large amounts. 

I also call your attention to the following table which I 
have extracted from the Specialized Investigation, Family 
showing the experience on old and young lives History 
under Class 69 (average weights, both parents dead below 60 
Otherwise not criticised): 





Age at entry 15-25 Age at entry 60-70 





Policy Act. Soc. | Amer. Ex.} Act. Soc. | Amer. Ex. 
Years Select Table Select Table 
Table Table 








I-5 120.0 ? 94.1 69.7 72.5 
6-30 84.4 : 118.5 105.5 96.1 
I-30 101.7 ; 108.8 89.6 85.4 























I think this table is instructive as showing the influence 
of family history on old entrants. You will observe the very 
light mortality during the first five years—considerably less 
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than that on young entrants and slightly less than that for 
all ages combined. On the other hand the mortality after five 
years is 24 points higher than that on young entrants and 
about 9 points higher than that for all ages combined. I 
think the lesson we may draw from these figures is that these 
risks were very critically examined and were undoubtedly 
in good physical condition when accepted, but could not 
escape the influence of bad family history in the later years 
of assurance. 

Another interesting feature in the Specialized Investigation 
is the high mortality on entrants under 25 in the early years 
of assurance, which was pointed out in Mr. Arthur Hunter’s 
paper on a “Graduation of the Specialized Mortality Ex- 
perience” as follows: “‘Inspection of Table IV will show that 
during the earlier years of insurance the youngest ages show 
a higher rate of mortality than the next subsequent ages, and 
the inference from this fact, as well as from the corresponding 
feature of the H™ experience, is that it is harder to select 
first-class lives among men under 25 than among men after 
that age.” 


SUMMARY. 


That a change has taken place in the trend of mortality 
among young and old entrants since the old experiences were 
Change in COmputed is quite obvious from the statistics 
the Trend of herein presented. Although the possible explana- 
Mortality tions of these changes are debatable, I think they 
may be found under one or more of the following hypotheses. 

1. That a change has taken place in the quality of these 
lives in the general population: 

2. That there has been a change in the quality of the lives 
presenting themselves for assurance. 

3. That medical selection has varied in its methods or 
standards. 

As regards the young lives there is good reason to think 
that they have benefited more largely than elderly groups 
in the population, through the advance in medical knowledge, 
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greater interest in athletic sports, and a better understanding 
and observance of the laws of health than existed in the ‘‘ good 
old times.”” While it is true that our census statistics are 
faulty and must be interpreted with great caution, much 
valuable information on these matters may be gleaned from 
Mr. J. K. Gore’s paper on “Improvement in Longevity in 
the United States” read before the Fourth International 
Congress of Actuaries. 

The following tables, taken from his paper, are very 
interesting: 





TABLE VI. TABLE VII. 
Increase or Decrease in Death- Increase or Decrease in Death- 
Rates. Rates. 

1855-1900. 1855-1894 





"55-59 
to 
"95-1900 








80 and over 
All ages (corrected) 








“Table VII gives results similar in kind to those obtained 
in Table VI, showing a large decrease at the youngest ages, 
a very small decrease up to age 4o, a very slight increase at 
ages 40-49, and larger increases at the higher ages, especially 
at the highest ages.” 

Mr. Gore has made every possible allowance for the im- 
perfection of the record and considerable value must attach 
to his views, notwithstanding the unsatisfactory material. 

The following table, taken from the same, paper, also throws 
light upon this question: 





152 Eighteenth Annual Meeting 


TABLE XIII. 

DEATH-RATE PER 10,000 OF POPULATION, FROM VARIOUS 
CAUSES AFFECTING CHIEFLY ADULT LIVES. 
1871-1900 by Ten-Year Periods. 

Northern Cities. 





Typhoid Phthisis [Pneumonia |Bronchitis 
‘ever Rate per | Rate per | Rate per 
Rate per 10,000 10,000 | 10,000 
10,000 | 





4.44 30.82 15.87 6.24 
5-05 28.72 18.25 8.18 
3.66 21.46 21.23 7:43 





Heart |Apoplexy Urinary Liver 
Disease Diseases Diseases 











| 
8.40 3-39 8.08 | 3.01 
11.30 4.30 10.48 2.98 
12.55 5-44 10.92 2.56 


Cancer Paralysis | Accidents Suicide 








4.17 2.01 . 1.15 
5-03 2.51 : 1.31 
5-63 1.86 ; 1.63 

















The results for Southern cities were similar in kind. Re- 
garding these statistics, Mr. Gore states: 

“On the assumption that the general tendency of the rate 
of mortality of our urban population has been the same as 
Improve- that of the whole country, it may be concluded 
mentin from the data presented in these pages that the 
Young Lives pross death-rate was lower at the end than at the 
beginning of the nineteenth century; that there was a decided 
decline in the rate during the last 50 years; that the greatest 
Deteriora- decline was at the youngest ages; that there was a 
tion in Old considerable decline in the rate at the so-called pro- 
ducing ages of life; and that there was an increase in the death- 
rate at the older ages, the increase being greatest at the most 
advanced periods of life.” 
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The British census statistics are in more scientific form and 
afford a fairly accurate basis for estimating the changes in 
mortality from period to period. The recent report of the 
Registrar General exhibits the following Table: 


EXPECTATION OF LIFE. 
Selected Healthy Districts. 





1849-53 1881-90 1891-1900 





47-20 48.62 49-67 
43-40 44.41 45-37 
39-93 40.39 41.32 
36.45 36.52 37-32 
32.90 32.70 33-32 
29.29 28.92 29.37 
25.65 25.19 25-49 
22.03 21.53 21.74 
18.49 18.00 18.12 
15.06 14.66 14.72 
12.00 11.60 11.61 
9-37 8.88 8.84 
7.15 6.56 6.56 
5-37 4.70 4.78 
4.00 3.30 3-45 
2.99 2.31 2.50 
2.25 1.62 1.83 
1.69 29 1.36 














It would seem safe to infer from these figures that mortality 
changes have occurred in the British population similar in 
kind to those experienced in the United States but Causes of 
different in degree. There has been a progressive § Change 
increase in longevity up to age 4o since the census of 1849- 
53. The last decennial period, 1891-1900, shows an im- 
provement over the previous period, 1881-90, up to age 65, 
but the improvement is very slight at the advanced ages 
and there is a diminished longevity indicated for ages 
past 60, as compared with the experience of 1849-53. This 
latter experience, however, was probably not so accurately 
computed as the more recent ones. 
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The second hypothesis will also account for much of the 
improvement in the mortality on young entrants. It is 
Young probable that during the past 25 years a very large 
Entrants proportion of the young entrants were insured under 
endowment forms which would naturally result in a better class 
of risks presenting themselves for consideration. Mr. Hunter 
has assured me that this is especially true of the New York Life 
experience. 

This influence has not, of course, affected the results in the 
O§® experience, which is composed of whole life policies. The 
improvement in that experience must be due to other causes. 

The third hypothesis will likewise explain some of the im- 
provement, as the advance in physical diagnosis has equipped 
Examiners to elicit the evidence of impairments peculiar to 
the youthful lives and offer a more intelligent and successful 
resistance to adverse selection. 

Turning our attention to old entrants we find much greater 
difficulty in assigning causes for the modern mortality rates, 
Causes of OWing to the Jack of uniformity in the various 
Change, Oldexperiences. There is reason to believe, however, 
Entrants that this group in the population has sustained an 
increased mortality during the past 25 years, so far as may 
be judged from the census statistics presented by Mr. Gore. 
There has been not only an increase in the death-rate 
from degenerative affections common to advanced life, but 
it is probable that some of the influences that have bene- 
fited young lives have had the opposite effect upon the aged. 
The American tendency to overdo things, either at work or 
play, has doubtless led elderly men into indiscretions in 
athletics, social and business activities, which may account 
for much of the difference between the British and American 
mortality among old entrants. As already noted in referring 
to the British census returns, there has been slight, if any, 
improvement in the mortality among old lives in the popu- 
lation, but not the deterioration observed in the United 
States. 

As to the second hypothesis, may we not assume that with 
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the material for adverse selection increased there has been 
an even greater increase in its force, as suggested by the ex- 
perience of a number of companies? The tendency among 
elderly men in this country to remain in the thick of business 
strife has doubtless augmented the necessity for assurance 
at advanced ages, but distinctly lowered the average quality 
of the lives presenting themselves for assurance. 

I do not refer to the sane and moderate interest in business 
and general affairs which is itself a mark of vigorous health, 
but to that mad chase after the mighty dollar involving a 
heavy demand on physical reserves which, in the aged, 
are already well-nigh exhausted. 

Such influence appears to have been slight in the British 
experience. 

If adverse selection has not increased it would be necessary 
under the third hypothesis to assume that medical selection 
has relaxed its vigilance in dealing with these lives, notwith- 
standing the almost universal testimony to the contrary. 

While it is probably true that there has been no deliberate 
relaxation of our practice in selecting these lives, I think it is 
apparent from the statistics presented that medical selection 
in this country has failed to adapt itself to the changes that 
have occurred in this group. All the modern American ex- 
periences show unfavorable results in some period of the 
exposure and indicate a weakness in some particular feature 
of selection or some special influence which permitted the 
intrusion of certain classes of risks. 

Correlating the British assurance experience with the 
population statistics, it would appear that British selection 
of old lives has improved. 

In order to crystallize the comparison between recent and 
old experiences I have drawn up the following conclusions, 
paraphrased from those appended to Mr. Macaulay’s Final Con- 
paper in accordance with the change in the evi- clusions 
dence as I view it: 

1. That the age at entrance makes comparatively little 
difference in the efficiency of medical selection except among 
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those advanced in years and especially beyond the age of 
60. 

2. That, in this country at least, medical selection and 
other influences have succeeded in preventing the intrusion of 
an undue proportion of bad or doubtful lives at ages under 25. 

3. That adverse selection, both at entrance and in con- 
nection with discontinuances, has had little effect among 
American lives entering under 25, although such influence may 
account for certain features in the British experience. 

4. That great attention should still be given to personal 
and family record at young ages, but that present methods 
of selection seem well adapted to dealing with this class. 

5. That there is no reason to regard present premium 
rates at young ages as inadequate. 

6. That persons from 60 to 70 years of age applying for 
assurance constitute a most difficult group from which to 
select desirable risks, owing to the great force of conscious 
and unconscious adverse selection and to the limitations of 
medical diagnosis. 

That this group is a hypersensitive group, in unstable 
equilibrium, readily reflecting in high mortality any weakness 
in Home Office selection or special conditions inviting adverse 
selection, but not intrinsically of such unsound quality as to 
preclude the attainment of a fairly satisfactory mortality if 
a consistent and uniform high standard of selection is main- 
tained as regards every feature of the risk, including family 
history. 


The extent to which such conclusions should influence our 
Effect on standards of selection is a matter that each office 
Standards must decide for itself in accordance with its gen- 
of Selection era] business policy. 

In those offices where low mortality is the ‘“‘sum- 
mum bonum”’ it may be considered wise to exclude risks 
over 60 years of age rather than attempt a rigid selection. 

Where a very high mortality on this comparatively small 
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group is not objected to ‘“‘average’’ methods of selection 
may suffice. 

In order to fully cover this subject it was my intention to 
collect some information and suggestions bearing upon the 
practical work of selection, but as this paper is already too long 
I shall make but passing reference to these matters in closing. 

It seems needless to say very much about the young lives, 
as medical selection appears to be at its ease in dealing with 
them. Nevertheless, the period of adolescence Selection of 
must be regarded as one of peculiar danger when Young Lives 
man is struggling alternately with an uncivilized ancestry 
and an idealism which must quickly become adapted to 
the stern realities of life if the organism is to prevail. The 
favorable results on these lives should not give 
a false sense of security in dealing with them, and Adoleacenes 
we must continue to exclude the types showing little promise 
of average development either moral or physical. In well 
developed subjects tubercular family history may doubtless 
be less regarded than in times past. 

The problem of old age is more baffling and at the same 
time more fascinating to the true philosopher than that of 
adolescence. It has been well said that every physical prob- 
jem involves a metaphysical problem which can neither be 
solved nor evaded, and this is especially true of the phenomena 
of senility. 

The mistake is often made of regarding the problem as g 
medical one and the condition as a disease. But senescence 
is even more than a biological problem, it is a 
philosophical problem which quickly leads us to 
the brink of the unknowable. 

From Cicero to Metchnikoff much of enthralling interest 
has been written on this riddle without bringing us much 
nearer its solution. 

Cazalis’ aphorism ‘‘A man is as old as his arteries,” like 
most scientific epigrams, is a sort of convenient mental peg 
on which to hang an important fact, but is far from being a 
correct generalization. 


Senility 
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It is not uncommon for men with elastic arteries to die 
of true senility, simply from cellular atrophy and lack of the 
Causes of ‘‘will to live”; and countless organisms like the 
Senescence paramcecium, under certain conditions, terminate 
their existence in the same way. Also, men with compen- 
satory thickening of the arteries may have a longer lease of 
life from that very fact. 

You are all familiar with Metchnikoff’s theory that in old 
age there is a lack of resistance in the nobler tissue cells to 
the onslaught of certain phagocytes, which he terms macro- 
phags, caused by the absorption of bacterial products from 
the large intestine. 

Other interesting and novel views regarding old age have 
recently been advanced by Charles Sedgwick Minot. For 
him the problem is a cellular one and senility the terminal stage 
in cytomorphosis. Senescence is the result of the growth 
and differentiation of protoplasm out of proportion to the 
development of the nucleus, or a disturbance of the relations 
between nucleus and cell body. The rate of decline in the 
relative size and influence of the nucleus is found to be greatest 
in youth; hence the conclusion, which at first glance seems 
paradoxical, that ‘the period of most rapid decline is youth, 
the period of slowest decline old age.” 

Such theories may constitute a correct description of con- 
ditions or a proximal cause but fail to supply a true cause; 
nevertheless there is some satisfaction in tracing these phe- 
nomena even if the true cause lies forever beyond our 
consciousness. 

Leaving this subject as a “world problem” and treating 
it as an office problem, I do not think much can be added to 
Selection of the suggestions offered in Dr. Holden’s paper as 
Old Lives a guide to the selection of old lives, although his 
views as to the quality of the group are not fully borne out 
by modern evidence. Moral hazard and lack of insurable 
interest in these aged risks, where the beneficiary pays the 
premium, is quite as unfavorable in its significance as re- 
vealed organic disease. 
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On the subject of family history there is some difference 
of opinion, but we have statistical evidence that Dr. Holden 
did not err in attaching great importance to this feature. 
Individuals from a poor stock may occasionally defeat hered- 
ity, but the mortality on the class will be high. 

In the Specialized Mortality Investigation we note par- 
ticularly the unfavorable influence of obesity, gout, and 
renal colic on these old lives. 

Finally, I think we should constantiy bear in mind that 
the premium rates for these old lives are not scientifically 
adjusted to cover the mortality as so many people suppose. 
The average condition of old men in the population is likewise 
not a safe guide to selection. That which concerns us is the 
quality of the lives that come before us and the relationship 
between the mortality among those accepted and the assumed 
mortality upon which our premiums are based. I trust that 
this paper may throw some light upon that question. 

At the risk of being misunderstood, I have ventured to 
predict the development of medical selection along scientific 
lines, keeping in view the fact that real science is nothing 
more than systematized practical knowledge. I fully realize, 
however, that the utilization or such knowledge is a matter ot 
business judgment and foresight. 

Under a perfected organization the Actuary and Medical 
Director should be able to advise the business management of 
the approximate degree to which any particular 
method or standard of selection will affect the _ Tterde- 

: SRS pendence of 
company’s mortality. The responsibility then ggientific 
devolves upon the executive officers to adjust the Selection 
mortality policy to the general plans for the de- and Busi- 
velopment of the company. Neither Medical 2¢58Admin- 
Director nor Actuary can afford to stand lost in ae 
admiring contemplation of some scientific ideal in selection 
or mortality the realization of which, in its total effect, might 
well retard rather than accelerate the healthy growth of the 
company. In a word, when medical selection shall be used 
as an instrument of precision, all questions of ‘‘liberality” 
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or “‘severity ” in selection will cease as affecting any particular 
department and become simply a question of general business 
policy with the ultimate results predetermined within narrow 


Notge.—While I realize that much of the statistical material 
in this paper was furnished by various companies out of 
compliment to this Association, I am none the less grateful 
for the many courtesies extended to me in the course of this 
research. It is impossible to mention every one by name, but 
I am particularly indebted to our Actuary, Mr. Moir, and his 
assistant, Mr. Graham, for their valuable suggestions and 
assistance in working over the raw materials of various 
experiences; also to the following gentlemen for information 
and advice: 

Drs. O. H. Rogers, John Warren, J. W. Fisher, T. H. Willard, 
Edw. Hamill, Edgar Holden,—Messrs. J. K. Gore, J. M. 
and J. D. Craig, Arthur Hunter, E. E. Rhodes, R. G. Hann, 
T. B. Macaulay, C. A. Loveland, and Rufus W. Weeks, and 
the members of the Association who responded so cheerfully 
to my circular letter. 

I hold none of these gentlemen responsible for the opinions 
herein expressed. 


ADDENDA. 


The Twenty British Offices or Institute of Actuaries Ex- 
perience was published in 1869 and was divided into four 
sections: 

1. Healthy Lives—Male. 

2. Healthy Lives—Female. 

3. Diseased Lives—Male and Female. 

4. Lives exposed to extra risks, from climate, occupation, 
etc. 

The first section, from which the H™ Table was derived, 
included 130,243 entrants, of whom 74,698 were existing, 
35,024 had discontinued, and 20,521 had died. There were 
1,190,140 years of life and the average duration of the policies 
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was 9.13 years—about 95% of the policies were on the whole- 
life form. Duration of experience about 140 years. 

The Thirty American Offices Experience was published by 
Levi}W. Meech in 1881. The duration was practically limited 
to thirty years. In the male section there were 982,734 en- 
trants, of whom 527,157 were existing, 411,092 had discon- 
tinued, and 44,485 had died. The years of life were 4,304,843.5; 
average duration of policies 4.38 years. 

The Seventeen British Offices, Actuaries’ or Combined Ex- 
perience Table was published in 1843. Included about 84,000 
policies of which nearly 14,000 terminated by death. Average 
duration of policies less than 84 years. Duration of experience 
1762 to 1833. 

The American Experience Table, published in 1868, was 
constructed by Mr. Sheppard Homans, supposedly from 
material in the 17 British offices experience and the Mutual 
Life experience adjusted to conform with his judgment. 
It is largely an artificial table therefore, especially at the old 
ages, and is not a reproduction of American experience on 
insured lives as its title would indicate. It is widely used 
for computing premiums and reserves, as at most ages it 
assumes a mortality in excess of that experienced by the average 
company. 

British Offices Experience (Institute and Faculty of Ac- 
tuaries) 1863-1893; 63 companies contributing. 

The O™ section, Whole Life Participating Assurances, 
Males, included 551,838 entrants, of whom 262,557 were 
existing, 148,392 had withdrawn, 140,889 had died. Total 
years of risk 7,156,863. 

The Actuarial Soctety’s Select Table was constructed by 
the Committee on the Specialized Mortality Investigation as 
v normal standard by which to measure the mortality in the 
aarious classes. It was formed by modifying Farr’s Healthy 
English Table, representing the mortality in 63 selected 
healthy English districts, showing a mortality of 17 per 
1000 or less, which was published in 1859. The modification 
consisted in adopting 44 of the annual mortality by the 
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O™ (5) Table for ages 15-21 and § of the mortality for ages 


52-61 by the same table. 
The allowances for selection were as follows: 


RATIO OF ACTUAL LOSS ON NORMAL BUSINESS 
TO EXPECTED LOSS BY ACTUARIAL SOCIETY’S 
MODIFIED H. E. TABLE. 





Ages at Year Year Year 
nmtry One Two Three 





15-28 64 
29-42 68 
43-56 72 
57-70 76 




















The following table, taken from Mr. Arthur Hunter’s paper 
on “A Graduation of the Specialized Mortality Experience,” 
exhibits the corresponding percentages on the assumption of 
the American Table as a standard: 


RATIO OF ACTUAL LOSS ON NORMAL BUSINESS 
TO EXPECTED LOSS BY AMERICAN EX- 
PERIENCE TABLE. 





Ages at Year Year Year 5-9 | 10-12 
mtry Two Three 





15-28 66 14 | 82 89 
29-42 65 82 gI 105 
43-56 80 95 IOI 103 
57-70 79 96 93 























Note.—Experiences beginning with year “‘o’’ are based 
upon calendar years, year ‘‘o”’ representing the period ante- 
cedent to the beginning of the next calendar year, and assumed 
to average six months. 

In comparing experiences based upon policy years with 
those computed by calendar years it should be borne in mind 
that the mortality percentages experienced during the first 
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five years would be higher by policy years; after the first five 
years there would be no material deviation. 
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Dr. Wells read the following discussion prepared 
by Mr. Rufus W. Weeks, Vice-President and Actu- 
ary of the New York Life Insurance Company. 
Mr. Weeks was unavoidably prevented from being 
present to discuss the paper in person. 


REMARKS ON DR. EUGENE FISK’S PAPER 
ENTITLED 
‘“‘The Force of Adverse Selection among Entrants at the 
Extremes of Life (Ages 15 to 25, 60 or over)”’. 


Every life insurance officer who has the odious responsibility 
of turning down risks must be at times acutely interested in 
the two questions which Dr. Fisk treats,—the questions, in 
what respects the youngest applicants ought to be differently 
treated from the mass, and in what respects the oldest appli- 
cants ought to be differently treated from the mass. Such 
officers, whether Actuaries, Medical Directors, or Executives, 
are therefore much indebted to Dr. Fisk for the excellent 
piece of work he has done, in bringing into a conspectus such 
statistics of experience bearing on these two questions as are 
available from various sources. 

Every one who has dealt with statistics in a critical way 
knows that figures in a state of nature are great liars; that 
they need as much taming and training to make them tell the 
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truth as a heathen needs at the hands of a missionary to make 
him into a working Christian. Dr. Fisk marshals an array 
of figures, some of which are rather unruly; but he puts them 
through their paces in good shape, and often with the right 
actuarial touch. His conclusions seem to be fairly reasoned 
where they can be reasoned, and where they had to be guessed 
at they seem to have been guessed at within the limits of dis- 
cretion. His correct sense of proportion is shown by his set- 
ting up the danger flag where it belongs. The following 
sentence, referring to applicants of sixty to seventy years of 
age, I should double-underscore: 

“ This group ts a hypersensitive group, in unstable equilibrium, 
readily reflecting in high mortality any weakness in home office 
selection.” 

Medical Directors and Executives should especially beware 
of men of sixty or over who apply for large amounts of insur- 
ance and who are known or thought to be about to engage 
in new enterprises. Such cases, even where the present state 
of health is excellent, and the family history and personal 
record are good, are still dangerous. An American of sixty 
is very apt to feel that his powers of mind and of body are as 
strong as they ever have been, and he is certainly conscious 
of strength of will as great as, or even greater than, at any 
previous time of life. Such a man, when an attractive new 
undertaking is proposed to him, or occurs to him, is apt to 
think that in his particular case age is no bar to the undertak- 
ing of the new task. Nevertheless, new enterprises do fail in 
the majority of cases, and men of sixty or over who go into 
them are far more likely to be vitally damaged or crushed by 
the strain leading up to the failure than are younger men in 
the like case. A rigid limitation of amount taken on these 
old lives is a measure of partial safety, at least, as it minimizes 
the financial effect of this special hazard. 

In the matter of the mortality on the youngest risks—those 
insuring at ages from 15 to 25—the experiences which Dr. Fisk 
quotes show a change within a generation which is nothing 
less than startling, though in a favorable sense. Wherever 
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he is able to compare like bodies of risks, he shows that a vast 
improvement in vitality has taken place. Taking, first, in- 
sured lives in Great Britain, it appears that in the earlier ex- 
perience, ending with the year 1869, the lives insured from 
ages 15 to 25 had a mortality of 127% of the present normal, 
while in the later experience, ending with 1893, similar lives 
had a mortality of only 103% of the same standard,—showing 
an improvement of 20%. 

Coming to this country, and taking lives insuring in the 
Mutual Benefit, Dr. Fisk shows that in that Company’s earlier 
experience, ending with the year 1879, the lives insured from 
ages 15 to 25 had a mortality of 90% of the tabular American, 
while in the same Company’s later experience, brought down 
to the present year, similar lives have had a mortality of only 
57% of the same standard,—this being an improvement of 
37%. 

This improvement is so immense that it suggests looking 
further, to see whether other companies in this country have 
had the same experience; and I am able to say that this is true 
of my own Company. I entered the Actuarial Department 
of the New York Life in the year 1867, and in the year 1868 I 
made up a mortality table from the experience of the Com- 
pany; and, now referring to that table, I find that the younger 
lives, those of ages of exposure 15 to 30, show a mortality of 
about 90% of the American tabular. We may compare this 
with the New York Life’s experience quoted by Dr. Fisk, 
brought down to 1904, which shows a mortality on young 
risks, insuring from 15 to 20, equal to 61% of the American 
tabular. Here we have indicated an improvement of 30%, 
approximating that shown in the case of the Mutual Benefit. 

The question arises whether we can possibly attribute such 
a vast improvement as is indicated in all these comparisons 
to better methods of selection of the young risks, or whether 
the improvement is not rather due to a real change in the 
vitality of boys and young men throughout the population. 
I have consulted the statistics of the Register General of Great 
Britain, just published, and find in his 65th annual report of 
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births, marriages and deaths in England and Wales, mor- 
tality statistics for “‘selected healthy districts,” tabulated 
for three periods—i1st, 1849 to 1853; 2d, 1881 to 1890; 3d, 
1891 to 1900; and I find that, whereas, during the period for 
1849 to 1853, out of 1,000 boys of 15, 61 died before reaching 
the age of 25, the number so dying during the period from 1881 
to 1890 was 39, and during the period from 1891 to 1900 it 
was 36. This shows an improvement of 40% from the earli- 
est to the latest period. 

The corresponding statistics, given in the same volume, on 
female lives show even better, the improvement indicated 
being 46%. 

Coming to this side of the water, I find that the State of 
Massachusetts has kept and published mortality statistics on 
somewhat similar lines to those of Great Britain; and from 
the thirtieth annual report of the State Board of Health I 
find that whereas, according to the experience made up in 
1855, out of 1,000 persons living at 15 (including boys and 
girls) 93 died before reaching the age of 25, the number so 
dying during the five years 1893 to 1897, inclusive, was 63; 
showing an improvement of 32%. 

We must, therefore, conclude that both in Great Britain 
and in this country there has been an immense gain in the 
vitality of youths of both sexes, so that a boy or girl of 15 is 
very much less likely to die in the next ten years than was the 
case a generation ago. This improvement is a cheering phe- 
nomenon, which reflects credit on our present manner of living, 
as compared with the past, probably in several respects, such 
as Dr. Fisk has alluded to. It does seem to be a pity, however, 
that our civilization has not yet developed into a form which 
would be as favorable to the valuable lives of middle age and 
early old age as it is to the young. 


DISCUSSION. 


Dr. Symonds—I was impressed with an interesting clause 
on page 28 of Dr. Fisk’s paper commenting on the figures 
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taken from the tables in the report of the special mortality 
investigation. This shows the family record has a decided 
bearing among old entrants. Formerly we were inclined to 
disregard this factor, assuming that a man makes his own 
family record after the age of 60. 

In considering the mortality experience among 10,000 
female entrants, taken from the records of the Mutual Life 
Insurance Company for 1901 and 1902, the mortality of these 
women was in the main satisfactory, but between the ages 
of 15 and 25, and over 55, the mortality was considered above 
the standard. The excessive mortality among those who 
entered between 15 and 25 was entirely among unmarried 
women, and was due chiefly to two factors: first, speculation; 
second, tuberculosis. The latter factor shows the difficulty 
of making proper medical examination of these young unmar- 
ried women. The excessive mortality among those over 55 
was mostly among widows and was almost entirely due to 
speculation. It is impossible to eliminate speculation, consid- 
ering only the beneficiary, for in these cases there is always 
the possibility of the insurance being made payable to their 
estate and the claim being made that the applicants them- 
selves are to pay the premium. Married women insured for 
the benefit of their husbands were also found to be undesirable 
Tisks. 

Dr. Wells—I contend that women should be excluded who 
are not personally able to pay the premium. In other words, 
as a general proposition, women should be excluded who have 
not an income of their own. 

Dr. Lounsberry—Our experience has been very unfavorable 
among old women. Formerly no inspection was made, but 
now most careful investigation is required. Women are 
expected to have a satisfactory income, and if their financial 
standing is good we issue regardless of beneficiary. 

Dr. Wells—The results of my researches in the vital statis- 
tics of Massachusetts tend to confirm in the main the trend of 
evidence in Dr. Fisk’s paper and in Mr. Weeks’s discussion 
regarding the change in mortality in these age groups, and the 
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cause for such changes. In recent years there has been a 
marked increase in diseases of the brain and nervous system, 
particularly affecting men past middle age—an increase of 
250% in certain diseases and 150% as a whole, due to tension 
of modern business life. I wish particularly to advocate more 
careful selection, especially in regard to renal conditions. It 
is an interesting fact that at the time the bicycle was so gen- 
erally used there was a marked decrease in mortality from 
tuberculosis in young lives. 

In considering the general question of selection, I regret 
to find that there appears to be a tendency among certain 
executive officers of life insurance companies to minimize 
the significance of medical selection. The growing tendency 
to consider business reasons for overruling medical action is 
bound to show adversely in mortuary experience. In the 
John Hancock we have a large industrial class needing great 
care in selection. Especial caution is required in reference 
to possible speculative insurance. Age limit is placed at 60 
years as against 65 in the ordinary business. As a result of 
these safeguards, our mortuary experience has been good. 

Dr. Rogers—Whereas there has been an improvement in 
mortality experience in the younger ages there has been a 
marked increase at the older, which accounts for the larger 
ratio of premiums in the latter class as compared with the 
former. The greatest caution should be observed in the 
selection of risks past 60. 

Dr. Ray—The experience with the Travelers has been most 
favorable up to age 45. From 45 to 50 it is distinctly less 
favorable, and to meet this condition the premium rate has 
been increased at 48 and carried to 60. Particular care is 
observed in the selection of female risks. (If married, hus- 
band must carry an equivalent of insurance. Where children 
are grown and self-supporting, cases are looked upon with 
disfavor.) Inspectors are furnished with informal inquiry 
blanks and make special reports covering insurable interest, etc. 

Dr. Toulmin—The greatest caution should be taken in the 
inspection of women applicants, particularly those at the 
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older ages. In addition to the usual Inspector’s report, we 
have a special blank containing additional questions, such as 
whether married or single, number of children, with ages of 
each, amount of insurance carried by husband, etc. The 
Inspectors are expected to make the most thorough inquiry 
as to surroundings, moral hazard and insurable interest. 

Dr. Fisk—In closing I wish to express my appreciation of 
the paper prepared by Mr. Weeks, and the active discussion 
by the members, which has added greatly to the value of my 
paper. I concur heartily in the views expressed regarding 
the importance of insurable interest as affecting aged females. 
The experience of the Provident Savings, in cases where this 
factor has not been critically considered, was quite as unfa- 
vorable as that reported by Dr. Symonds. 


Upon the conclusion of the discussion, the tellers 
reported that the following officers were elected for 
the ensuing year: 


PRESIDENT. 
O. H. ROGERS, M.D. 


VICE-PRESIDENT. 
T. H. WILLARD, M.D. 


SECOND VICE-PRESIDENT. 
GEORGE WILKINS, M.D. 


SECRETARY. 
WM. E. PORTER, M.D. 


TREASURER. 
A. S. KNIGHT, M.D. 





Election of Officers 


EXECUTIVE COMMITTEE. 


W. R. BROSS, M.D. 
BRANDRETH SYMONDS, M.D. 
E. K. ROOT, M.D. 


President Rogers next addressed the meeting, ex- 
pressing his appreciation of the honor conferred in 
his election to the Presidency. He further compli- 
mented the members upon the excellent character 
of the papers presented at the meeting, and asked 
for suggestions as to plans for the coming year’s 
work of the Association. 

Dr. Wells—I would like to suggest the appoint- 
ment of a committee to take up practical questions 
presented as a result of the experience of the various 
companies, especially in relation to diseases in which 
a diversity of opinion may exist, such as rheuma- 
tism, gout, or syphilis. The investigation could be 
conducted in a manner similar to that followed in 
the actuarial investigation. 

Dr. Symonds—In the actuarial investigation 
classes were recorded on slips, which would necessi- 
tate a large amount of study to bring about satis- 
factory deductions, especially in such a subject as 
rheumatism, where the form and number of at- 
tacks, etc., should be considered. 

Dr. Ray—The Travelers is undertaking an in- 
vestigation along the line of special diseases, and 
I would be glad to contribute our results when 
completed. 

Dr. Symonds—I would suggest that the chair 
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advise with Dr. Ray in regard to the results of this 
study. 

Dr. Fisher—Fifteen years ago the Association 
started to keep records of certain classes of cases in 
their individual experience, and I believe a valuable 
amount of material could be obtained by systema- 
tized work along the lines suggested. 

Dr. Van Wagenen—I would be glad to co-operate 
in work of this character and believe that it would 
be of great benefit to the Association. 

Dr. Rogers—In work of this sort it is of the utmost 
importance that the homogeneous character of indi- 
vidual classes be carefully maintained. For example 
in Tuberculosis the question of build, occupation, 
etc., should be considered. 

Dr. Fisher quoted the experience of his company 
in certain classes of cases, and stated that their gen- 
eral results had been favorable in light weights. 
They exclude those with pronounced history of 
dyspepsia or tubercular family record. 

General discussion followed in regard to the sub- 
jects which should be taken up in connection with 
the proposed investigation, and the following mem- 
bers expressed themselves as willing to contribute 
to the work: Drs. Fisher, Wells, Symonds, Dwight, 
Ray, Van Wagenen, Lounsberry, Toulmin, Fisk, 
Hall, Bisbee, and Clark Davis. 

Adjourned sine die. 


The annual dinner was held in the evening at the 
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University Club, Dr. Porter acting as Chairman of 
the Dinner Committee. President Oscar H. Rogers 
proved an ideal toast-master, and struck a par- 
ticularly happy vein in calling upon the various 
members informally for the proverbial story, song, 
or dance. Any suggestion of shop was tabooed and 
good-fellowship reigned supreme. 


The following members were present: 


Robert L. Burrage, M.D. Frank W. Chapin, M.D. 
Henry Colt, M.D. E. W. Dwight, M.D. 
Z. Taylor Emery, M.D. John W. Fisher, M.D. 
E. L. Fisk, M.D. J. B. Hall, M.D. 
Joseph Kucher, M.D. R. L. Lounsberry, M.D. 
F. D. Merchant, M.D. H. A. Pardee, M.D. 
Wm. E. Porter, M.D. Oscar H. Rogers, M.D. 
Edward K. Root, M.D. H.C. Scadding, M.D. 
Brandreth Symonds,M.D. H. Cabell Tabb, M.D. 
Harry Toulmin, M.D. G. A. Van Wagenen, M.D. 
Wm. P. Watson, M.D. Frank Wells, M.D. 
George Wilkins, M.D. Thos. H. Willard, M.D. 
M. S. Bradley, M.D. H. S. Warren, M.D. 

C. F. S. Whitney, M.D. 
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NINETEENTH ANNUAL MEETING. 


The Nineteenth Annual Meeting of the Association 
of Life Insurance Medical Directors of America was 
held at the New York Academy of Medicine on Oc- 
tober 21 and 22, 1908. President Oscar H. Rogers in 
the chair. 

The following members were present at some time 
during the sessions: 

Charles D. Alton, Henry A. Baker, Thomas W. 
Bickerton, Arthur B. Bisbee, M. S. Bradley, William 
R. Bross, Frederick W. Chapin, Clark W. Davis, John 
L. Davis, Charles A. Devendorf, E. W. Dwight, Z. Tay- 
lor Emery, E. L. Fisk, F. L. M. Grassett, Frank L. 
Grosvenor, Edward H. Hamill, A. S. Knight, Wm. W. 
Knight, Joseph Kucher, E. R. Lampson, R. L. Louns- 
berry, F. D. Merchant, Thomas F. McMahon, William 
D. Morgan, H. A. Pardee, Wm. Evelyn Porter, Wyett 
E. Ray, Oscar H. Rogers, Edward K. Root, Henry H. 
Schroeder, Brandreth Symonds, H. Cabell Tabb, James 
D. Thorburn, G. A. Van Wagenen, A. C. Ward, H. S. 
Warren, Joseph H. Webb, F. S. Weisse, C. F. S. Whit- 
ney, George Wilkins, Thomas H. Willard,.C. H. Willits, 
Albert Wood, Arthur B. Wright, Edgar Holden, Frank 
L. Grosvenor. 

Total, 46. 
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In calling the meeting to order President Rogers 
spoke as follows: 


It is my purpose to follow the usual custom and address you 
in a formal way on the subject of Medical Selection, which has 
also become a custom with me, but I am going to postpone that 
formal address until the question of the work of the committee 
chosen at the last meeting of the Association is brought up, as 
what I shall say bears so directly on that subject. During the 
last year the Association has suffered the loss of three of its 
members, and on the records of the Executive Committee you 
will have submitted to you the names of five gentlemen who 
will fill up the gap, and so the Association will go on as strong, 
as vigorous, as it ever has in the past, but, as in all things human, 
with individual members, loyal friends, dropping out, joining 
the majority, and others coming to fill up the ranks. I am sure 
you were all pained to hear of the death of our old friend Dr. 
Huntington, who for many years was a very ardent member of 
this Association, and, while his health permitted, did very good 
work in it. 

Also of the death of Dr. Marsh, who, as Secretary and member 
of the Executive Committee, took an active part in the Associa- 
tion work. 

Dr. Natrass, one of our Canadian members, has recently died. 
He was not a very active member in the Association, largely 
because of the reason of his remoteness from us in point of dis- 
tance. At the same time he was very much interested in our 
work and we shall have occasion to consider his successor. 

I shall postpone any further remarks until the reading of my 
formal paper and declare the meeting opened. 


The roll-call showed thirty-one members present, 
a quorum. 

The following candidates, recommended by the 
Executive Committee, were unanimously elected to 
membership: 
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Dr. F. L. Grosvenor, of the Travelers Insurance 
Company. 

Dr. A. B. Wright, of the Travelers Insurance Com- 
pany. 

Dr. Homer Gage, of the State Mutual Life In- 
surance Company. 

Dr. A. C. Ward, of the Prudential Life Insurance 
Company. 

Dr. T. F. McMahon, of the Manufacturers Life In- 
surance Company. 

It was moved and seconded that the resignation 
of Dr. G. Pierrepont Davis be accepted with regrets. 
Carried. 

Dr. Ray and Dr. Thorburn were appointed a com- 
mittee to escort the newly elected members into 
the room, so that they might take part in the 
meeting. The members greeted their arrival by 
standing. 

Motion was made and seconded that the reading of 
the minutes of the last meeting be dispensed with. 
Carried unanimously. 

The minutes of the Executive Committee were then 
read by the Secretary, and upon motion were approved 
as read. 

The President’s address being deferred, the balloting 
for nomination of officers was next in order. Dr. 
Wood and Dr. Root were appointed as tellers and 
distributed the ballots. 

Dr. Rogers announced that the Executive Commit- 
tee had asked Dr. Vanderpool to prepare an obituary 
and resolution upon the death of Dr. Huntington. 
Owing to ill-health, Dr. Vanderpool was absent 
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from the city and Dr. Bickerton read the following 
obituary: 


Within a few days of the last meeting of the Association, on 
November 6, 1907, Dr. Abel Huntington, one of its charter 
members, died at his home in Islip, L. I. He was born in East 
Hampton, L. I., October 14, 1840. 

Descended from a family of physicians—his father and grand- 
father having been distinguished medical practitioners,—he 
naturally desired to follow the profession of his ancestors. 
Graduating in medicine from the New York University in the 
class of 1863, he commenced the practice of medicine in the vi- 
cinity of his early home, where his skill and energy soon com- 
manded the confidence and esteem of the community. 

In 1869 he turned to the field in which he was to win the largest 
measure of success and distinction—the medical supervision of 
life insurance. For several years in the service of the United 
States Life Insurance Company of New York, he was later called 
to Boston to assume charge of the Medical Department of the 
Union Mutual Life Company, and in 1881 he joined the medical 
staff of the New York Life Insurance Company. Here in suc- 
cessive positions he finally became Chief Medical Director. 

In 1898 failing health forced him to relinquish the supervision 
of the details of his department, and the Trustees of the Com- 
pany were glad to retain the benefit of his counsel and sound 
judgment in the position of Consulting Medical Director, in which 
capacity he served the Company until his death. 

In these various offices he showed a well-balanced mind, rare 
executive ability, and a ripe experience. He was a man of trans- 
parent integrity, courteous, generous, and kind. 

Dr. Huntington found relief from the cares of office in art and 
literature, as a patron of one and by making successful incur- 
sions at times into the field of the other. His vacations were 
spent in fishing and hunting. He was a Freemason of high 
order and the first Master of his home lodge, but his chief in- 
terest was in the Presbyterian Church, with which he was con- 
nected many years and in all of whose affairs he had the keenest 
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interest. His social gifts endeared him to a large circle of friends 
who mourn his loss. We place this minute on the permanent 
records of our Association in grateful remembrance of a valued 
friend and colleague. 


It was moved that it be incorporated with the 
minutes of the Association. Carried unanimously. 

Next in order was a memorial to Dr. Marsh, which 
was submitted by Dr. Symonds: 


The death of Elias J. Marsh, M.D., on August 3, 1908, has 
caused genuine sorrow among his former friends in this Asso- 
ciation, with which he was connected for many years. 

He was born on August 4, 1835, thus being 73 years of age, 
less one day, at the time of his death. He took the degree of 
A.B. at Columbia College in New York in 1854. He then en- 
tered the College of Physicians and Surgeons—the medical 
department of Columbia—and was graduated in 1858. 

When the Civil War broke out, he offered his services to the 
Union and received his appointment as surgeon’s mate in the 
3d New Jersey Volunteers, April 30, 1861. He was among 
the first to cross Long Bridge into Virginia, a fight which opened 
the real fighting in the Civil War. August 5, 1861, he was 
appointed a surgeon to the regular army, and he served with 
the army of the Potomac from the first occupation of Virginia 
until the surrender of Lee at Appomattox, with but the excep- 
tion of some months when he accompanied General Sheridan to 
Texas, when the United States forces made a demonstration on 
the Texan-American border at the time the French were con- 
templating an invasion of Mexico. er) 

In 1865 he was ordered to West Point, where he was ap- 
pointed assistant surgeon to the Military Academy. In the 
service he first held the rank of captain, and on March 13, 
1865, he was appointed brevet major “for meritorious service 
during the war.’ He also served nine months in charge of the 
Judiciary Square Hospital and in the Invalid Corps at Wash- 
ington, D. C. Later, being medical director of cavalry, with 
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the rank of lieutenant-colonel, he was ordered to West Point 
and also performed service in C: ‘fornia. In 1870 he received 
his honorable discharge and returned vo Paterson. Here he 
took an active part in both medical and civic affairs. Ye was 
one of the original trustees of the free public library, and its 
President for many years. He served on the staffs of both St. 
Joseph’s Hospital and the General Hospital. 

For some years he was also the President of the Board of 
Health, and President of the Passaic County Medical Society. 
He also served a term as President of the New Jersey Medical 
Society in 1891. 

In 1874 he becazne Alternate Medical Director of the Mutual 
Life, and in 1890 he was appointed Medical Director. He be- 
came greatly interested in the mortality statistics and made a 
number of investigations which were published. His most 
elaborate work was “The Mortality Statistics cf “he Mutual 
Life Insurance Company of New York from 1843 to 1898 ”’ for 
which he received a gold medal and diploma et the Paris Ex- 
hibition in 1900. The medical profession will also recall with 
profit his works on “The Family History of Consumption,” 
“Insurance Lives as Affected by Gout,”’ and others. 

He was elected a member of this Association in 1891 and at 
the same meeting was elected Secretary. He served in this 
office for four years, giving a great deal of time to the building 
up of the work of the Association. Subsequent to that he was 
a member of the Executive Committee for most of the time, 
until his retirement two years ago. He was very constant in 
his attentions and services to the Association, and his work was 
highly appreciated. The material at his command was scanty 
and not very suitable, being composed almost entirely of proofs 
of death. He utilized this material to its utmost capacity, and 
extracted from it a great deal of valuable information, which was 
freely given to the Association and its members. 

Dr. Mazsh is survived by his wife, two sons, and two daugh- 
ters. He was a member of the University and Century Clubs 
of New York, the Military Order of the Loyal Legion, the New 
York Academy of Medicine, and many other organizations. 
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The following fine personal tribute to Dr. Marsh is reprinted 
from the Newark Sunday Call: 

‘The death of Dr. Elias J. Marsh, of Paterson, ended one part of 
a career of usefulness and beauty. To what further purpose in 
the divine economy this good and wise mind and heart may be 
directed it is not for us to know; but the example of his life will 
help many toward better achievement, as it aided all who came 
in contact with him when he was a comrade and co-worker, in 
this portion of his task. Much that Dr. Marsh did was of the 
kind that any of us could understand—such as healing the sick, 
being a soldier and brave under fire, risking life to relieve the 
suffering wounded in battle, working for sanitation, being a de- 
voted husband and father, aiding education, giving large service 
for moderate pay, living cleanly and charitably, adhering to the 
pure and wise in public relations. A good many men do these 
things, but not many succeed in making others do them, by mere 
force of example, without preaching. Herein Dr. Marsh was 
unique. Somehow, one had to try to imitate him. And such 
an influence does not end. It is earthly immortality.” 


Dr. Tabb moved that approval be placed on record 
by a rising vote. Carried unanimously. 

Dr. Rogers next appointed Dr. McMahon as a com- 
mittee of one to prepare an obituary and resolutions 
upon the death of Dr. Wm. Natrass to be read at the 
next meeting and placed on record. 


Dr. Edwin W. Dwight as chairman next read the 
following report to the special committee ap- 
pointed to formulate the plans and arrange the 
details for the study of impaired lives, which is 
herewith presented as amended by the Executive 
Committee: 


At the meeting of the Executive Committee held November 
14, 1907, Drs. Brandreth Symonds, Edward K. Root, Harry 
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Toulmin, and Edwin W. Dwight were appointed ‘“‘to act 
as a special committee under direction of the Executive 
Committee to formulate plans and arrange details for the 
study of impaired lives. This committee when organized 
is to enter into communication with all companies and 
ascertain what form their statistical material is in which 
could be utilized for combined study. They are also to 
ascertain which companies are willing to co-operate in such 
work and report results of their investigation to the Executive 
Committee.” 

The committe first met January 9, 1908, and organized, 
electing Dr. Dwight chairman and secretary. Since that 
time several meetings have been held, at all but one of which 
all members were present. 

During the early meetings it was undertood by your 
committee that not only were we expected to formulate 
plans for the study of impaired lives, but also to arrange 
details and so far as was possible proceed with the investiga- 
tion. At the last meeting, held July 8th, it was brought to 
our attention ‘‘that it was the intent of the Executive 
Committee that this special committee should report to 
them its recommendations before going ahead with the 
work.” 

Your committee has given a great deal of thought, atten- 
tion, and discussion to the very important subject which 
was referred to it, has had several meetings, and has cor- 
responded somewhat freely with the various contributing 
companies, and it is prepared to report on the attitude 
of nearly all the companies and to express ar opinion unani- 
mously on most of the important details necessary to the 
carrying out of the suggested work. 

On three questions there seems to be a considerable di- 
vergence of opinion, and these three questions are referred 
back to the Executive Committee with the request that 
they shall be discussed at the annual meeting, with such 
recommendations fas the Executive Committee is pleased 
to make. 
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Under date of December 11th, a circular letter was written 
to about twenty of the allied companies, a copy of which 
is attached. The response to this letter was so favorable 
that your committee felt justified in going on with its work, 
and after two meetings a second circular letter, under date 
of May 12th, was forwarded to each of the allied companies. 
In response to this last letter we received replies from all 
of the companies. 

Letters were written to thirty-seven companies, of which 
twenty-seven gave a definitely favorable answer, as follows: 
Berkshire Life Connecticut General, Germania Life, Home 
Life, John Hancock Life, Manhattan, Maryland, Mass. 
Mutual, Mutual Life, National Life, Penn. Mutual, Phoenix 
Mutual, Provident Life and Trust, Prudential, State Mutual, 
Travelers, Union Central, United States, Washington, Atna, 
N. E. Mutual, Pacific Mutual, Fidelity Mutual, Security 
Mutual, Canada Life, Sun Life, and Union Mutual. 

One company, the Mutual Benefit Life, declined to co- 
operate. 

Two companies, the Connecticut Mutual and the North 
American Life, acknowledged receipt of our letters and 
agreed to notify us later as to their decision. Up to this 
time, however, we have not heard from them. 

Eight other companies either agreed to help us by furnishing 
statistics or in other ways or reserved their decision until 
further information was given them as to the detailed working 
out of the plan. 

Your committee feels confident that the majority if not 
all of those who have not so far committed themselves favor- 
ably will do so, so that we believe it is safe to count upon 
the co-operation of all but one of the allied companies and 
we have every hope that this one company will be affected 
by the enthusiasm of the others. 

Your committee is prepared to unanimously recommend: 

First. That the investigation shall be at present limited 
to those impairments which have been investigated by the 
Actuarial Society. 
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Second. That the investigation to be taken up shall 
include Classes 65 and 71 of the Actuarial investigation 
in so far as these classes relate to the family history of tuber- 
culosis. (The Executive Committee voted that this section 
be referred to the Association without recommendation.) 

Third. That this investigation shall be made by policies 
as defined by the Actuarial Society rather than by amounts 
or lives. 

Fourth. That the results of this investigation be published 
in the cheapest possible form, preferably that ordinarily used 
for ‘‘reprints,’ and distributed only to the contributing 
companies. 

Fifth. That all expenses of tabulation and publication 
shall be divided among the contributing companies, it being 
its opinion that such expense should not exceed $100.00 
for each contributor. 

Sixth. That suitable cards shall be furnished by the 
committee to each contributing company, that all data 
shall be placed on the card by the contributing company 
at its own expense, that these cards shall be forwarded to 
some central point where they shall be tabulated and the 
results published by the committee, the expense of the 
committee’s work to borne by the contributing com- 
panies. 

Seventh. That the actual height and weight shall be 
placed on the card. 

Eighth. That the bid of the Standard Index Company 
for printing cards (two hundred thousand at 85 cts. per 
thousand, quality No. 1 Index Bristol) be accepted. 

(Moved and carried in Executive Committee that it be 
referred back to special committee for final decision.) 

Ninth. That this investigation shall include all important 
matters found on the application, in order that these cards 
shall make it possible to investigate practically all classes 
of impairments without reprinting cards. 

The three questions upon which your committee is not 
unanimous are: 





Dwight—Report 185 


First. An interpretation of the words ‘‘All important 
matters” in recommendation No. 8. 

Second. The code which is to be used. 

Third. Where the work of tabulation and compilation 
is to be done. The difference of opinion on these two latter 
questions depends almost entirely upon the first. 

(The Executive Committee voted to refer the above sec- 
tions to the Association without recommendations.) 

First. Your committee is unanimous that all important 
information should be placed upon the cards. Two members 
of the committee believe that the amount of information 
asked for should not be excessive and that a simple code 
will be sufficient for all that is desired. The other two mem- 
bers feel that practically all information furnished on the 
application should be transferred by means of a code to 
the card, so making it possible to carry on any future in- 
vestigation that may be desired by this Association or by 
any of the contributing companies without making it necessary 
to rewrite or add to the card. 

Second. The question as to which code shall be used 
depends to a considerable extent upon the decision in question 
1. Several codes have been considered, and the opinion of 
your committee is divided between a moderate amplification 
of the present M. I. B. code, which is desired by those members 
of the committee who take a similar position on question 
1, and a much more extensive code, either alphabetical 
or numerical; if alphabetical, practically a condensation 
of the code now in use by the N. E. Mutual Life. 

Third. The place where most of the work is to be done 
will depend upon the decision in these two former questions. 
The Mutual Life Insurance Company is willing to have it 
carried on at its office provided the M. I. B. code amplified 
is used and the amount of information asked for on the 
card is not too extensive. The N. E. Mutual Life is willing 
to have the work done at its office provided the code used 
is much more extensive and the information asked for on 
the card is sufficient to make it unnecessary to, in the future, 
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ask for a rewriting of these cards or material additions to 
them. 

Your committee would respectfully request that, before 
any recommendation under these last three headings is 
made by the Executive Committee, an opportunity will be 
offered the members of the subcommittee to appear before 
the Executive Committee and discuss the questions involved. 

Dr. Symonds wishes to reserve the right to express before 
the Executive Committee and the Association his objection 
to the second recommendation of the committee. 

Respectfully submitted, 

(Signed) Harry TOULMIN 
E. K. Root 
BRANDRETH SYMONDS 
Epwin W. Dwicut 
Chairman and Sec. 
SPECIAL COMMITTEE. 


December 11, 1907. 
Dear Doctor: 

As you undoubtedly know, a committee consisting of 
Drs. Symonds, Root, Toulmin and Dwight has been appointed 
by.the Executive Committee of our Association to take up 
and consider the question of a mortality investigation of cer- 
tain classes of risks in the experience of the allied companies. 

In order that this committee should have at its first meeting 
a preliminary knowledge as to the attitude of the companies 
and the material available, I am taking the liberty of asking 
you for answers to the following questions: 

First. Has your Company preserved the slips on which 
data for the Actuarial Investigation was compiled? 

Second. Is your Company willing to combine with the 
other allied companies in furnishing to this committee of 
your Association such data as they may require for such 
an investigation on the cards furnished by the committee 
for the purpose? 

Third. In case it should be considered best by the com- 
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mittee to carry this investigation of particular classes to an 
extent which would require financial assistance to be given 
the Association, would your Company be willing to contribute 
to a moderate and reasonable extent? 

As I hope that we may have a committee meeting in a 
comparatively short time, may I ask for a reply at your 


earliest convenience. 
Yours very truly, 


Epwin W. Dwicnt, 
Chairman Special Committee. 


May 12, 1908. 
Dear Doctor: 


At a meeting of the Executive Committee of the Associa- 
tion of Life Insurance Medical Directors held November 14, 
1907, a committee consisting of Drs. Symonds, Root, Toulmin, 
and Dwight were appointed, ‘‘to act as a special committee 
to formulate plans and arrange details for the study of im- 
paired lives.” This committee, having organized and held 
several meetings, is now in a position to ask for the co- 
operation of your company in an investigation which it is 
proposed should be carried out by the allied companies. 

Under date of December 11th, a circular letter was sent 
to about twenty of the companies asking as to whether or 
not they would be willing to co-operate in this investigation 
and, although no details were furnished them, the response 
was so cordial as to justify the committee in its labors. 

The committee has decided to limit its first experimental 
investigation to ‘‘The Family History of Tuberculosis” and, 
in order that the work should be made as light as possible, 
to that portion of the family history which is included in 
classes 65 and 71, as investigated by the Actuarial Society. 
It is appreciated that a very considerable number of com- 
panies have not up to this time so tabulated their experience 
as to make the facts readily accessible, and by limiting our 
investigation to these two classes we enable those companies 
who have retained the slips furnished the Actuarial Society 
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to use those slips as an index to their records and so find 
readily the cases which should be investigated. 

It has been decided that this investigation shall be made 
by policies, rather than amounts, or lives, and that every 
application upon which a policy was issued, which required 
or involved an examination, shall be included. 

The method to be pursued is something as follows: Cards 
similar to the enclosed sketch will be furnished by the com- 
mittee to the companies contributing. The essential facts 
on the application and medical examination blanks are to 
be transferred to the cards by the committee. All expense 
connected with this transference from application to card will 
be borne by the individual company, and the work per- 
formed at their office. The cards, properly filled out, are 
to be forwarded to a central point, chosen by the committee, 
where they will be tabulated, classified, etc., and the results 
obtained furnished to the co-operating companies in some 
inexpensive form, probably in that ordinarily used for reprints. 

The expense of furnishing the cards, tabulating, working 
out results, and publication will be borne by the committee, 
the total expense being equally divided among the companies 
taking part in this investigation. While it is impossible 
to accurately fix the amount of expense involved, it is the 
best judgment of your committee that the total amount 
spent by the committee will not exceed $4000.00, which, 
divided between the thirty-seven allied companies, would 
make a cost to each company not to exceed $100.00. It 
should be, of course, understood that this figure does not 
in any sense cover the expense of making up the cards from 
the data in each company’s office. That must be borne 
by the individual company and will depend not only upon 
the amount of its business but the method which is employed 
and the time consumed. 

The list of facts which the committee will ask you to 
transfer from your applications to these cards will be a 
rather extensive one, including family history, personal 
history, physical examination, etc. Probably most of the 
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important facts on each application which is studied will be 
included in one way or another in the information asked 
for. While this will add something to the amount of work 
involved, the additional work will not be very great and 
in this way alone can we obtain results which will be of 
any material value. In addition to this, all such cards, 
after the completion of our investigation, will be returned 
to the company furnishing them and will for that reason 
be always available for future investigation. 

It has been decided that the results of this investigation 
will only be furnished to those companies who contribute 
to it. 

From our preliminary investigation we have reason to 
believe that nearly if not quite all of the allied companies 
will join in this work. 

A prompt reply to this letter will greatly facilitate the 
work of your committee, and as soon as possible after the 
receipt of your favorable reply you will be furnished with 
a code book, a working number of cards, and such other 
detailed information as may be required for the beginning 
of the work. 

Your committee appreciates that it will be impossible 
to complete this work during the coming year, but we do 
hope that by the time of the annual meeting of the Association 
we shall be able to report important progress along the lines 
for which your committee was created. 

Sincerely yours, 
Epvwin W. Dwicut, 
Chairman Special Committee. 


DISCUSSION. 


Dr. Symonds—Before the committee organized, I was 
requested to get them together and I sent out a letter to 
each of them which embodied in a way my views regarding 
this question to be taken up for discussion. I can do no 
better than to read that letter, which presents the views I 
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to use those slips as an index to their records and so find 
readily the cases which should be investigated. 

It has been decided that this investigation shall be made 
by policies, rather than amounts, or lives, and that every 
application upon which a policy was issued, which required 
or involved an examination, shall be included. 

The method to be pursued is something as follows: Cards 
similar to the enclosed sketch will be furnished by the com- 
mittee to the companies contributing. The essential facts 
on the application and medical examination blanks are to 
be transferred to the cards by the committee. All expense 
connected with this transference from application to card will 
be borne by the individual company, and the work per- 
formed at their office. The cards, properly filled out, are 
to be forwarded to a central point, chosen by the committee, 
where they will be tabulated, classified, etc., and the results 
obtained furnished to the co-operating companies in some 
inexpensive form, probably in that ordinarily used for reprints. 

The expense of furnishing the cards, tabulating, working 
out results, and publication will be borne by the committee, 
the total expense being equally divided among the companies 
taking part in this investigation. While it is impossible 
to accurately fix the amount of expense involved, it is the 
best judgment of your committee that the total amount 
spent by the committee will not exceed $4000.00, which, 
divided between the thirty-seven allied companies, would 
make a cost to each company not to exceed $100.00. It 
should be, of course, understood that this figure does not 
in any sense cover the expense of making up the cards from 
the data in each company’s office. That must be borne 
by the individual company and will depend not only upon 
the amount of its business but the method which is employed 
and the time consumed. 

The list of facts which the committee will ask you to 
transfer from your applications to these cards will be a 
rather extensive one, including family history, personal 
history, physical examination, etc. Probably most of the 
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important facts on each application which is studied will be 
included in one way or another in the information asked 
for. While this will add something to the amount of work 
involved, the additional work will not be very great and 
in this way alone can we obtain results which will be of 
any material value. In addition to this, all such cards, 
after the completion of our investigation, will be returned 
to the company furnishing them and will for that reason 
be always available for future investigation. 

It has been decided that the results of this investigation 
will only be furnished to those companies who contribute 
to it. 

From our preliminary investigation we have reason to 
believe that nearly if not quite all of the allied companies 
will join in this work. 

A prompt reply to this letter will greatly facilitate the 
work of your. committee, and as soon as possible after the 
receipt of your favorable reply you will be furnished with 
a code book, a working number of cards, and such other 
detailed information as may be required for the beginning 
of the work. 

Your committee appreciates that it will be impossible 
to complete this work during the coming year, but we do 
hope that by the time of the annual meeting of the Association 
we shall be able to report important progress along the lines 
for which your committee was created. 

Sincerely yours, 
Epwin W. Dwicnt, 
Chairman Special Committee. 


DISCUSSION. 


Dr. Symonds—Before the committee organized, I was 
requested to get them together and I sent out a letter to 
each of them which embodied in a way my views regarding 
this question to be taken up for discussion. I can do no 
better than to read that letter, which presents the views I 
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had then and still have, though when the vote was taken 
in the committee, I was in the minority. ‘‘The man convinced 
against his will is of the same opinion still,’ and I was 
convinced, but when the matter was reopened I said I 
would reiterate the objections I had at that time. The 
letter reads as follows: 

“I wish you would think over what particular classes of 
the 98 described by the Actuarial Society you would desire 
to have investigated. I think that the place of residenice, 
class 77 and upwards, would not be particularly increased 
in value by any medical investigation. Similarly the first 
42 classes referring mainly to actuarial details and occupations 
would not furnish much additional information even if they 
were elaborately studied medically. This leaves us then 
with classes 43 to 76, both inclusive. We have had so much 
talk about the questions of build and the relation of height 
and weight to longevity that I am inclined to think it would 
be more profitable to omit those classes for the present. 
These would be from 59 to 72, both inclusive, although in 
some of these the weight is of less consequence than the 
other impairments. Of the other classes some are very 
large, and would require a great deal of work to get out the 
details. 

“For instance, in class 46 there were 13,467 entrants in 
the first year. This would represent a very large amount 
of material to be studied and digested in one subject, and 
would probably tax the entire powers of the Association 
to handle with even approximate accuracy. 

‘Similarly there were 56,382 entrants in class 47. Class 
48 had 6845 entrants, not a prohibitive number, but as 
it is so closely related to class 47, perhaps it would be better 
to wait until we can study the two classes together. 

“Class 54 had 24,714 entrants, and it would be difficult 
to obtain valuable medical information out of this class, 
owing to the great change of diagnosis which has occurred 
during the thirty years from which these data were compiled. 
I rather question whether the Association could get much 
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information that would be of distinct value from this class 
at the present time, no matter how carefully it was studied. 

“Class 55 had 18,155 entrants. This is a large number, but 
not prohibitive for investigation. The phenomenon is dis- 
tinct and simple and we might be able to get some valuable 
information from the investigation. 

‘Class 57 had 63,605 entrants. This is an enormous num- 
ber and would have to be analyzed with a great deal of care 
to extract any profitable information from it. In the ac- 
tuarial report, the mortality showed uniformly good at all 
ages, except in the very old. I doubt whether the Associa- 
tion would get much value from a study of it. 

“Class 59 had 9411 entrants. It deals particularly with 
the light-weight dyspeptics and perhaps some information 
of value may be extracted from a careful study of its 
conditions. 

“Class 75 had 87,714 entrants. This would be an enormous 
number to study, although doubtless some valuable infor- 
mation might be extracted from a study of the class by sub- 
dividing it into those with one case of cancer, those with two, 
and those with three or more cases. 

“In Class 76 there were 23,959 entrants. The same remarks 
apply to this as to class 75, although the task, owing to the 
smaller number of entrants, would be somewhat easier. 

“In the other classes, 43, 44, 45, 49, 50, 51, 52, 53, 56, 73, 
and 74, the number of entrants were so small that it would 
be entirely possible to work up some information of value 
in most of them. 

‘‘T wish you would think over what classes you would 
prefer to take up for investigation at the present time, bear- 
ing in mind the limited facilities of the Association for doing 
statistical work.” 

Dr. Dwight—The differences are simply in the point of 
view of the separate members and are referred to the Asso- 
ciation to get the Association point of view. Personally, 
I have no particular choice of classes which is to be investi- 
gated. The difference of opinion as I understand it is whether 
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we take a large or a small class. I wish to give the reason 
why I differ from Dr. Symonds and go to the opposite ex- 
treme. I am particularly enthusiastic over the general 
work. I am particularly anxious that we make a record. 
When this question was first brought up, the girls in my 
office were working on the subject of rheumatism. You 
have heard a great deal of talk of the advantage of small 
classes and of having them homogeneous. I mean,a sub- 
division of a class is desirable. 

If we are going to get the most out of these classes we 
ought to have a large one. If we make any criticism of the 
Actuarial Society’s work, it is that they have not taken the 
large ones. If we are to demonstrate that this work is worth 
doing, we must do it so well that it is worth doing. It will 
not cost much more to print 25,000 cards than it will to 
print 5000. I hope the companies will continue until they 
have all their cases carded. If our companies become en- 
thusiastic, they will continue; if they do not, it is because they 
consider the work we are doing is not worth doing. There- 
fore, I think a large class should be used. In his paper Dr. 
Symonds had to stop two or three times and say the numbers 
were too small. These large numbers of cases cover a great 
many years. They are not homogeneous because of that 
fact. If our classes are too large, it is a simple matter to 
eliminate fifteen years. 

Dr. Lounsberry—It seems to me that the investigation is 
being conducted for one purpose and that is to use in our 
daily work. We will get more good from taking the larger 
class than the smaller, and I am in favor of taking the large 
class. 

Dr. Root—I think this Association ought to realize one 
thing. If we are going to persuade our executive officers 
to spend money to card all our risks, it will go on for many 
years. The Actuaries did not display any enthusiasm when 
we suggested going over their work again. The class referred 
to varies in heights and weights, and it is a class over which 
there has been a great change in opinion. What are we to 
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obtain from an elaborate investigation of hundreds of thou- 
sands of cases? Therefore, I am inclined to agree with Dr. 
Symonds that as we have to prove the value of the work we 
should take up a small class, a class with some definite and 
obvious physical impairment. 

At first some companies are not going to join us. We 
hope they will, but at first we cannot hope for the co-operation 
of every company represented in this Association. 

Dr. Van Wagenen—My Company thought that this was a 
sort of reinvestigation of the material which the Actuaries 
have recently been over. Now I can go to the officers and 
say that this is not the case. The idea is not to go over their 
work to see if they are correct or to correct it in any way, and 
I think that this was in the mind of our officers when the 
matter was put before them. If I go to them and say the 
point is really to take their figures and see if we cannot get 
some new information out of them, I am sure that they will 
participate. 

Dr. Wood—The Company which I represent is one which 
took part in the Actuaries’ investigation, but unfortunately 
through some misunderstanding all of our work and our 
records which accumulated then have been destroyed. We 
feel, therefore, that it is best to do it once for all, to do it 
thoroughly, to take everything in the application and put it 
on the card. Use what you choose, but get all the facts 
and have them on the card, so that our executive officers 
are in favor of doing it, and we should be one who 
would agree. They do object to having only a few classes 
and them in a few years. They think it good business 
policy to do it once for all and to do it thoroughly. I notice 
the committee have a card which they have recommended. 
My chief clerk is a very ingenious fellow and makes very 
excellent suggestions. He has devised a card without any 
code. I brought on some here. There are two sides to the 
card. 


Moved by Dr. Symonds, seconded and carried that 
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the committee be instructed to take up small groups 
at first. 

The noes have it. 

Dr. Porter called for rising vote. There were 
twelve in favor of the small group and nine in favor 
of the large group. 


Motion carried. 


Dr. Rogers—As it is the sense of the Association that it will 
be better to begin with small groups, the selection will be 
left to the committee. 

Dr. Dwight—On this matter I believe the committee was 
equally divided—Dr. Toulmin and myself on one side, Dr. 
Symonds and Dr. Root on the other. The question as it 
appears to my mind is practically this: Shall we assume in 
beginning this work that it is work to be carried out by all 
the companies, or are we to investigate three or four classes 
and stop there and go on and off? Should we begin so as 
to be in position to go on with any and all investigations 
in the future? It seems to me that we should ask the com- 
panies to transfer from their application to the cards all 
matters which may have a bearing on any matter which we 
might wish to take up. It did n’t seem to me that we should 
ask the company to do this work unless we could leave some- 
thing for them of permanent value. It would be a mistake 
at some future time to ask them to rewrite the cards. 

I do not believe it is possible for any committee to say 
now what a committee five years hence from now will want 
to investigate. So my interpretation of ‘‘all important 
matters” is practically all information on the application. 
In our Company we have put on a good many things which 
probably will never have any value. When I brought this 
before my Company I told them $20,000 for our work. I 
told them the time it would consume, to my mind, and I said 
four or five years. I said that when finished they would be 
through with it. They agreed to the expenditure. In mak- 
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ing up the card for our use, I made it with the idea of getting 
everything on the application on the card. We found there 
was something not on the code, so we added to the code. 
On this point I feel very strongly, because I should hesitate 
to ask any of you gentlemen to go to your company and 
accept my judgment. And so, I feel that the decision of 
the second depends considerably on the first—whether the 
attitude of this Association is that we should choose such few 
things as we think may be necessary and give you a very 
simple code and shall stop there, or whether we shall ask 
you to do the work which a number of companies have done, 
transposing practically the whole of your material to a card. 
I think that this decision appears the best one. Some com- 
panies have volunteered the question ‘‘ Have we got to do this 
all over again?” So this question is the most important 
one, because I believe a good many companies will be in- 
fluenced by your decision, the permanency of your work will 
be influenced by your decision, and so the question for you 
to decide now is to start out to make these cards of the 
greatest value to all concerned. 

We believe that we should ask you to do it in such a way 
as to make it of permanent value. 

Dr. Symonds—The question in dispute is merely the 
definition of the word “important.” Everything else is con- 
ceded. Dr. Root and myself want all important matters to 
go on the card, and it is merely the question of the definition 
of the word important. Our position is that it is practically 
covered at present by the M. I. B. code. That is known and 
used by all companies, and would meet all requirements. Sev- 
eral things in that code are grouped together which should 
be separated or subdivided in this code. It is not a difficult 
matter to add those numbers and in that way express every- 
thing accurately. The present M. I. B. code reports 994% 
of the impairment, 99;%5 in other words. The question is 
whether that code amplified by subdividing would not suffice 
for all our purposes, not only for our present purposes, but 
all cases to come. We can indicate by the M. I. B. code the 








196 Nineteenth Annual Meeting 


number of attacks, the date of attack, and it was on that 
point that I came to the conclusion that important would 
be covered by the M. I. B. code very slightly changed so as 
to cover a few cases. 

Dr. Rogers—I think we are all of the same mind that if 
this work is to be a success everybody must go into it with 
enthusiasm. It is exceedingly important to start right. 
I have been wasting years trying to find out how to do the 
trick and it was largely due to the fact that I had too narrow 
a view. I looked for only one thing at a time and had to 
keep going back and wasting much time in this way. It is 
important that the words ‘‘all important items” shall be 
comprehensive enough so that the work when done will be 
done successfully. I think the M. I. B. code will answer all 
requirements for some time to come, yet I recognize Dr. 
Dwight’s argument that it only cost him 20% more than 
it cost us, so it is only the difference of using the M. I. B. 
code and a code that will take in every possible thing that 
may ever happen. 

Dr. Rogers—I feel some doubt as to whether the Asso- 
ciation is ready to answer this question any more than the 
Executive Committee was ready to answer it. Many com- 
panies would very much object to the expense. Many would 
be satisfied if the committee took up work clearly named by 
those now working on cards. My personal inclination is 
in favor of more restricted code. 

I sympathize with Dr. Dwight, but I hesitate to see the 
Association go quite so far as Dr. Dwight would have us go. 
I feel that a restricted code, one that would answer the 
burning questions in our daily work, is one that we can de- 
pend upon for the next ten years to come. I think com- 
panies will be very much alive to this question and will spend 
funds for its completion. 

One other thing to give you enough of my personal ex- 
perience to put you on your guard: We are dll going to be 
a great deal disappointed on the road. We are going to get 
results that are conflicting and unsatisfactory and it will 
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require all your optimism to carry it through. When you do, 
you will feel thankful to the committee, but in the meantime 
as the results come out they will be problematical. It is 
going to be a slow process and you cannot get direct results 
for two or three years to come. 

Dr. Chapin—It seems to me that if it isa question between 
spending $25,000 or $20,000 or $45,000 or $55,000, if that 
extra five or ten thousand will make a difference in the future, 
I am in favor of the extra expense. 

Dr. Van Wagenen—Can you not come to an agreement by 
eliminating ‘‘all important matters”? 

Dr. Dwight—lIs there any possible objection in bringing 
motion that the committee shall be asked to formalute a 
code to enable the companies to transfer to the card all the 
medical matters found on the application? I said that the 
code is a secondary consideration and may be brought up 
later. 

Dr. Dwight—I have no doubt that the M. I. B. code, prop- 
erly and sufficiently amplified, will be perfectly satisfactory: 


Moved by Dr. Dwight, seconded and carried that 
“‘all medical matters be taken from the application 
and recorded on the card.”’ 


Dr. Rogers—The next question for the Association is with 
regard to the code to be used. 

Dr. Dwight—I think I possibly differ from a majority 
of the members and I think Dr. Symonds is in accord with 
them. The New England Mutual felt on the subject of 
code that this should be left very largely with the place where 
the work is to be done. The M. I. B. will probably fill re- 
quirements, but the amplified code would not be like the 
original. It was suggested in the beginning that the work 
should be done in the New England Mutual offices, as we had 
been doing it and had girls trained to it and we could do it 
better. of 

I would not feel and the officers would not feel that such 
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work should be done unless it was done in a broad way. Also 
if we were to be asked to do the work, it should be done in 
the way we expected to do it at the office. The code should 
be used which those girls were familiar with. I would not ask f 
to have the work done without they could use that code, not 

because I thought it was the best code, but that it was a 
practical one and the machinery we had would work better 
with the tools with which it was familiar. Whatever code 
you use the people who do the work have got to learnit. Just 
as satisfactory a code can be worked up. My personal opinion 
is that it would be wiser to have the code used that the person 
using it is familiar with. My idea would be that it does not 
make any difference. Still, if the Association insists on the 
use of the M. I. B. Code, the New England Mutual is willing 
to take charge of the work. 

Dr. Symonds—I am delighted to hear Dr. Dwight say that 
his Company is willing to take charge of the work even though 
the code in use is the M. I. B. I had no desire to have the 
Mutual Life take this work, having many troubles of my own, 
but I considered the matter of code so important that I 
questioned my executive officers and they said that they 
would be willing to have the work done in our office. In 
regard to code, I do feel that the M. I. B. code is the one 
which should be adopted, not in its present form, perhaps, 
but somewhat amplified. It is one familiar to members, 
their clerks, etc., and a great deal of the work done must be 
done in the offices of the individual companies. The assem- 
bling work will be done by the one taking charge, but the 
collecting work must be done in the offices of each company. 





Moved by Dr. Symonds, seconded, and carried 
that the M. I.B. code, amplified to meet the needs 
of the committee, be the code recommended by the 
Association. 


Dr. Rogers—The next question refers to the place where 
the work is to be done. 
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Moved by Dr. Willard, seconded, and carried that 
this be referred back to the special committee. 

Moved by Dr. Symonds and seconded that the 
committee be instructed to calculate the expected 
mortality in accordance with the method used in 
the Specialized Mortality Investigation. 

Moved by Dr. Willard and seconded to amend this 
motion by adding that the standard of heights and 
weights be that of the Association and that the 
standard of women’s heights and weights be that 
in Dr. Weisse’s table. 

Amendment was accepted by Dr. Symonds and 
whole motion was then carried. 

Moved by Dr. Dwight, seconded, and carried that 
the Association authorize the committee to proceed 
with the work as outlined in the above recom- 
mendations. 

It was then moved by Dr. Porter, seconded, and 
carried that the reading of Dr. Weisse’s paper be the 
next order of business, deferring the discussion of 
reports of committees to the morning session of the 


second day. 


Dr. Weisse then read the following admirable paper: 
A TABLE OF STANDARD WEIGHTS FOR WOMEN. 


By Faneuit S. Weissz, A.B., M.D., 
Medical Statistician, Mutual Life Insurance Co. of N. Y. 


This table is based on the study of the heights and weights 
of 59,525 insured women, clothed and shod, ranging in height 
between 4ft. 1 in. and 6ft. 1 in., and in age between 15 and 69 
years inclusive. The height and weight in every case were 
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taken from the Medical Examiner’s report. The records of 
24,626 of these women were obtained from the Mutual Life 
Insurance Co., and the balance, 34,899, were furnished by 
Dr. O. H. Rogers of the New York Life Insurance Co. 

In the height groups those under 4 ft. 11 in. and over 5 ft. 
10 in. contained so few individuals—only 578 in all—that I 
have eliminated them from my calculations. In the same 
way the last age-group or quinquennium—6s5 to 69—has been 
eliminated as it was made up of but 92 individuals. The 
following table shows the distribution in the various height- 
and age-groups of the remaining 58,855 women—the totals 
for all heights and for all ages being shown on the margins of 
the table. 
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The next table shows the average weight for each inch at 
each quinquennium, from 4 ft. 11 in. to 5 ft. 10 in. inclusive, 
based on Table I.—the averages for all heights and for all ages 
being set forth on the margin of the table. 


TaBLe II. 
AVERAGE WEIGHTS OF 58,855 INSURED WOMEN. 


























Ages. . ‘ 
BES: *| 15-19 |20-24|25-29|30-34|35-39 40-44 |45-49 |S0-54|s5-s9 60-64, Combined 
Heights Ages 
4’-11"| 103] 109] 115] 114] 124] 122} 125] 128] 133] 126 118 
5’—- 0”| 108] 114] 117] 120] raz] 121] 129] 130] 132] 125 120 
— 1] 114] 116] 117] 121] 125] 129] 132] 137] 134] 113 122 


— 2”| 115] 119] 120] 125] 127] 132] 134] 139] 137] 143 125 
— 3”| 4x19] 122; 124; 127] 131); 135] 140] 141] 144] 141 128 
123] 125] 126| 130] 134] 137] 142] 141] 149] 147 131 
— §”| 125] 129] 132] 135} 139] 143] 143] 147] 151] 148 135 
— 6"| 128] 133] 135] 139] 142] 146] 153] 152] 156| 152 139 
— 7"| 134! 135] 139] 143] 148] 150] 158] 158] 155) 161 143 
— 8”| 138] 140] 143] 147] 151] 155] 157| 165] 155] 161 147 
— 9”"| 143] 145) 147] 151] 155] 164] 167] 166] 174] 160 152 
139] 147| 155] 155] 154| 168) 159] 173] 147] 140 155 


























aes 
Combined 123] 127/129 | 133 |136 | 139] 143] 144] 146] 143 133 






































The mean height of all the individuals was 5 ft. 4 in.—19% 
were of this height,—while the average height was 5 ft. 4} 
in., and the average weight 133 pounds. The quinquennium 
25 to 29 showed the greatest number of individuals—23%. 

In preparing the adjusted table, which follows, it is inter- 
esting to note that the weights of over 80% of all these women 
needed practically no adjustment. The age groups above 
45 to 49 required adjusting practically throughout, as did the 
extreme height groups. The averages for combined heights 
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and combined ages are unchanged, except age groups 55 to 
59 and 60 to 64, where there is a difference of 1.4 pounds and 
1 pound respectively. The average weight of all the 58,855 
individuals, after all adjusting, involved a difference of less 
than a tenth, .o56, of a pound. These various adjustments 
were made by close inspection and minute calculation, fol- 
lowing the course of the general curve for those heights and 
ages. 
TABLE III. 


ADJUSTED TABLE OF WEIGHTS FOR INSURED WOMEN, 
BASED ON 58,855 INDIVIDUALS. 





: rae 
Heights. |rs~19 20-24 |2 5-29 [30-34 [35-39 40-44 [45-49 |S0-S4 [55-59 60-64 — 














fn ff 


4-11”) rrr {113 «4115 [117 | 119 | 122 | 125 | 128 | 128 | 126 118 
5’ oO” {113 [114 | 117 | 119 | 122 | 125 | 128 | 130 | 131 | 129 120 
-— 1” Jxrs5 [116 {118 {121 | 124 | 128 | 131 |133 1134 | 132 122 


— 2" {117 |118 | 120 | 123 | 127 1132 |134 [137 |137 1136 125 
— 3” |120 |122 |124 |127 ]131 {135 |138 {141 | 141 | 140 128 
-— 4” |123 |125 |127 {130 |134 {138 {142 [145 {145 | 144 133 
— 5” j125 [128 {131 1135 |139 1143 1147 |149 1149 | 148 135 
— 6” {128 | 132 1135 |139 |143 [146 [152 [153 | 153 | 152 139 
— 7” 1132 |135 {139 |143 | 147 | 150 |154 |157 | 156 | 155 143 
— 8” 1136 |140 }143 1147 |} 151 |155 |158 | 161 | 161 | 160 147 
— 9” |140 |144 |147 |151 1155 | 159 |163 | 166 | 166 | 165 151 
“10” = |144 |147 | 151 |155 | 159 | 163 | 167 |170 | 170 | 169 155 


—_—— Es 


eS 123 {126 |129 |} 132 |136 | 139 | 142/145 |144 | 142 133 















































To make a comparison between the male and female tables, 
I took from the Report of the Special Committee of the Asso- 
ciation in 1897 the data on insured males between 5 ft. and 
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5 ft. 10 in., ages 15 to 64 inclusive, put these together in a 
table similar to Table I., and so found that I had a group of 
58,257 men with a mean height of 5 ft. 8 in., an average height 
of 5 ft. 7.3 in., and an average weight of 1514 pounds. To 
make the female group similar in all respects, I eliminated the 
first height group, 4 ft. 11 in., and combined the age groups, 15 
to 19 and 20 to 24, asin the male table. This gave me a group 
of 58,314 women with a mean height of 5 ft. 4 in., an average 
height of 5 ft. 4.3 in., and an average weight of 133.1 pounds. 

It is of interest at this point to present the unadjusted weight 
curves of both men and women for the combined heights 5 ft. 
to 5 ft. 10 in., remembering that no comparison—except one 
as to regularity of curve—can be made, as the average male 
height is 3 in. greater than the female. 

The following table compares the adjusted weights of men 
and women of the same age and the same height—giving the 
number of pounds by which the women differ from the men at 
each age period. 








TABLE V. 
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You will see that as the age increases the sexes approach 
nearer at 5 ft., 5 ft. 1 in., and 5 ft. 2in. At 5 ft. 3 in. and 5 ft. 
4in. they meet at age 50 to 54 and continue practically the same. 
At 5 ft. 5 in. and 5 ft. 6 in. they meet at 45 to 49 and continue 
practically the same. At 5 ft. 7 in., 8 in., 9 in., and 1o in. they 
do not meet, but diverge after 50 to 54, at which period they 
come closest together. This difference in weight in the higher 
inches may be explained by the fact that while these heights 
represent the largest classes of males they also represent the small- 
est classes of females. The tendency in all these heights is for 
the female to increase more rapidly in weight from age 20 to age 
50 than dothe male. This trend is shown also by the unadjusted 
weight curves in Table IV.—the actual increase of the female 
weight for the combined heights being 1.9 pounds more than 
that of the male. 

This period of more rapid increase in weight corresponds 
to the reproductive period of a woman’s life, which, taken in 
conjunction with a woman’s more sedentary habit, would ap- 
pear to be a reasonable explanation of the difference shown in 
the weight curves of the two sexes. 


DISCUSSION. 


Dr. Baker—The excellent paper which has been read by Dr. 
Weisse does not seem to admit of a very lengthy discussion. 
It deals with facts which have been scientifically correlated from 
a vast amount of data and which may not be questioned as to 
their accuracy. 

It remains therefore for us to determine how these facts differ 
from the standards which we have heretofore regarded as cor- 
rect, so that we may, in future, be guided by them in our work. 

I have always regarded the standard table of heights and 
weights by Dr. Rogers as the most accurate and most practical 
of any and will therefore endeavor to show how the new figures 
compare with his. 

Dr. Weisse states that he compiled his tables from data col- 
lected from over 58,000 female applicants, while Dr. Rogers’s 
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table was constructed from 3016 only, which may explain some 
of the differences noted. 

The comparison does not extend throughout the whole table, 
as I had the use of Dr. Weisse’s figures from 4 ft. 11 to 5 ft. 10 
only. 

It shows, however, that we have not been allowing enough 
weight for the females of smaller stature. At 4 ft. 11 our 
standard has been at age 20 106 lbs., while the new table gives 
112 lbs. Atage 30,112 lbs. against 116. At age 4o, 117 against 
127. Age 50, 122 against 126. 

At age 20 the new line remains constantly above the old until 
a height of 5 ft. 5 is reached, when the two correspond for alk 
succeeding heights. 

At age 30 they come together at a height of 5 ft. 6. 

At age 4o the new line is above the old until a height of 5 ft. 
g inches, while at age 50 it remains above the old standard 
throughout its course, corresponding very closely to the line 
given for age 55. 

On the whole, however, the new standards do not differ widely 
from those we have been accustomed to use. 

Referring to Dr. Weisse’s remark that the period of most rapid 
increase in female weight corresponded to the reproductive 
period in her life, it would be interesting to know just what 
influence the bearing of children had upon a woman’s relative 
weight. 

I believe it has been very generally assumed that women, as a 
rule, show a marked increase in weight after bearing children, 
and in my experience I have found more overweights among 
those women who have had children and more underweights 
among those who have not. 

I believe therefore that the table should be modified some- 
what in this respect and that we should allow a higher relative 
weight in the case of women who have borne children. 

Dr. Whitney—I have no criticism or further remark and only 
wish to compliment Dr. Weisse on the excellence of his paper 
and the thoroughness of his work. He has given us a valuable 
table which will aid greatly in sizing up our risks more accurately. 
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Dr. Van Wagenen—Is it not true that Dr. Rogers’s table was 
made some years ago and the table Dr. Weisse made is from 
risks insured later? When I was a boy it was common to see 
women pale, thin, gloved, veiled; it was thought out of place to 
have tan. Now we see bright, good, ruddy brown faces, and 
within the last fifteen years or twenty years, women have taken 
out-of-door exercise so freely I must say that the average woman 
up to thirty is very much better physically than twenty-five 
or thirty years ago. I should think that would make a con- 
siderable difference in their weights. 

Dr. Rogers—The chair is not aware of dates, but the informa- 
tion furnished Dr. Weisse from the records of the New York 
Life includes very recent material which has been taken out 
within the last fifteen years certainly and perhaps most of it 
much later. Indeed the growth of most companies within 
recent years has been so stupendous that the data we shall 
handle in the near future is likely to be brought together within 
a few years. 

Dr. Weisse—The cases where I obtained data from the Mutual 
Life were issued from 1897 to 1902. 

Dr. Rogers—The New York Life cases were within that period. 
Not over ten years old. 

Dr. Symonds—During the period from 1897 to 1902, from 
which these cases were taken, the women were measured and 
weighed and the care with which the figures were compiled 
renders the table of the greatest value. It is bound to be a 
standard for women for years to come. 

Dr. Rogers—The Association should feel under very great 
obligation to Dr. Weisse for his excellent paper. It gives what 
we have long needed, a standard to measure female risks. It 
is quite as valuable a production as that of Dr. Shepherd for 
men. It is a table of weights and heights by which we can 
measure our female risks accurately. With regard to Dr. Baker’s 
comparison of Dr. Weisse’s table with my table of a few years 
ago, my table was based on in all about 5000 lives. I expected 
to have prepared and submitted to you, at the same time as Dr. 
Weisse, a graphic table similar to that which I had the honor 
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to submit to you a number of years ago, which should represent 
the normal woman at every weight and age, but I was astounded 
to find the amount of work necessary to reduce such a lot of 
materialtocommonterms. It took me back to the time I worked 
over the graphic table and I looked over those figures with 
amazement. I do not believe any one who has not done work 
of that sort can appreciate the enormous labor involved in 
bringing the data into harmony and reducing them to simple 
terms. I am only too glad to get hold of this amount of material 
and to thank Dr. Weisse for the work. The day is still young 
and I think we could to advantage take up the recommendation 
of Dr. Willard’s report outlining uniform tests for the examina- 
tion of urine. 


Dr. Willard then presented a card containing in- 
structions for applying four simple and generally used 
tests in the examination of urine. 

Upon motion of Dr. Symonds the opening paragraph 
was accepted exactly as read. 

The discussion which followed in regard to the 
various sections of the card was participated in by 
Drs. Rogers, Willard, Symonds, Knight, Ray, Hamill, 
Lounsberry, Van Wagenen, Chapin, Wood, Root, 
Weisse, Dwight, Grassett, Fisk, and Porter. 

In presenting the card Dr. Willard explained that 
it represented essentially the methods followed in the 
Metropolitan Life, where they examine in their labor- 
atory about 12,000 specimens a year. It had been his 
endeavor to make the instructions as clear and concise 
as possible, limiting them to four simple tests. After 
a lengthy discussion which resulted in the adoption of 
a few minor changes, it was moved and carried: 

“That the Committee and the Secretary rewrite 
the urinary tests and formulate the phraseology in 
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accordance with the views expressed by the Asso- 
ciation in the discussion, and that the revised copy 
be submitted to the Executive Committee for final 


approval. 
“That the card thus approved be sent to each com- 


pany with the earnest request that a copy be sent by 
them to all of their examiners in the United States 


and Canada.” 
The following is the text of the card as finally ap- 


proved: 


EXAMINATION OF URINE. 


FOUR SIMPLE AND GENERALLY USED TESTS. 


Uniform and satisfactory results can only be secured by care- 
ful and uniform observance of methods, and the use by Medical 
Examiners for Life Insurance of the following tests for the detec- 
tion of albumin and sugar, in the manner described, is urged. 

Clean test tubes and fresh reagents are absolutely essential. 
Fehling’s solution should be prepared by a reliable druggist, 
should be kept in separate glass-stoppered bottles, and should 
be renewed as often as once every three months. A separate 
pipette should be kept for each solution. (The Fehling solution 
prepared by E. R. Squibb & Sons, Brooklyn, New York, will 
be found very reliable.) Haines’s solution is supposed to keep 
fresh indefinitely, but it is better to have this reagent freshly 
prepared at least once a month. Do not use concentrated nitric 
acid after it has become discolored. 

Tests for albumin should not be made or read by artificial 
light. Tests for sugar, if made by artificial light, should not 
be read until natural light is available. 


DETECTION OF ALBUMIN. 


If urine is cloudy filter through filter paper before making any 
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tests for albumin. Never filter through French chalk, Fuller's 
earth, bismuth subnitrate, magnesium carbonate, or charcoal. 
Allow urine to cool before testing for albumin. Do not use 
albumoscope or horismascope. Apply both the heat and the 
nitric acid tests to every sample—one checks the other. 
Never use that portion of urine to which the heat has been 
applied for the nitric acid contact test. 


Heat Test.—If the Urine is Acid, take one-half test tube of the 
filtered urine, add one-sixth of its volume of saturated salt solu- 
tion (five ounces to the pint), hold the tube by the lower portion, 
and boil the upper one-third. If a cloud forms it consists of 
either albumin or earthy phosphates. Add two or three drops 
of 10 per cent. nitric acid, boil again, and add three drops 
more of the 1o per cent. acid; if the cloud remains albumin is 
present, but if the cloud entirely disappears the precipitate is 
phosphatic and albumin is absent. 

If the Urine is Alkaline or Neutral, take one half test tube 
of the filtered urine, add one-sixth of its volume of saturated 
salt solution, and then a sufficient number of drops of 10 per 
cent. nitric acid, or 33 per cent. acetic acid, to render faintly 
acid. This must be done in all cases where the urine is alkaline 
or neutral, for albumin will not be precipitated from such urine 
by heat. When this has been done apply heat as directed in 
preceding paragraph. 

Nitric Acid Contact Test (Heller’s Tesi).—Take a perfectly 
clean and dry test tube, having calibre of about one inch (a 
conical wine-glass is preferable), and place into it about one 
inch of urine; allow concentrated nitric acid to flow slowly from 
a pipette down the side of the inclined test tube underlying the 
urine. Wait five minutes. By use of dark background look 
very closely for white band or cloud of albumin just above junc- 
tion of acid and urine. 

Or, place in a test tube of large diameter about one inch of 
concentrated nitric acid, then incline the tube and from a pipette 
allow an equal volume of urine to flow slowly down the side of 
the tube, carefully overlaying the acid. If albumin is present, 
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by the use of a dark background a zone will be seen just above 
the point of contact of the urine and the acid, the intensity of 
the cloud depending on the amount of albumin present. If 
no cloud is seen, the tube should be set aside and re-examined 
in one-half hour, because the reaction for albumin is sometimes 
slow. 


DETECTION OF SUGAR. 


One test for sugar is sufficient, except in doubtful cases. It 
is not necessary to filter the urine. If urine contains more 
than a slight trace of albumin, remove it by boiling and filtration 
before testing for sugar. 

Always test for sugar, no matter what the specific gravity. 

Fehling’s Test—Take equal parts of the copper and alkaline 
tartrate solutions in a test tube and then add a quantity of water 
equal to the combined volume of the two reagents used: the 
total quantity to prepare for a test need not exceed 5 c.c. (about 
t} fluid drams). Boil the mixture, and if it remains clear it 
shows that the Fehling’s solution is in good condition; then add 
a few drops of the urine; warm the mixture but do not boil; 
then add a few more drops of the urine; warm again, and so on 
until the amount of urine added equals one-half the volume of 
test solution used. If the specific gravity of the urine to be 
tested is below 1020, the urine may be added in equal volume 
to the test solution. If sugar is present, a yellow or red pre- 
cipitate of suboxide of copper appears. This occurs quickly 
if much sugar is present. If the amount of sugar is less than 
one per cent., the reduction will not appear until after several 
minutes—five to thirty. If a reduction does not take place in 
thirty minutes sugar is absent; if, on the other hand, the result 
of the test is still doubtful, the test tube should be set aside 
from twelve to eighteen hours and then the sediment examined 
to see if there has been any deposit of the suboxide of copper. 

Haines’s Test—Take about one dram of the solution in a 
test tube and gently boil; add eight to ten drops of the suspected 
ufine and again gently boil. Ifsugar is present, a copious yellow 
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or yellowish-red precipitate of copper suboxide separates; 
if the amount of sugar in the urine is small the reduction may 

require from five to thirty minutes, but if no change has taken 
b place in thirty minutes sugar is absent. If the result of the 
test is still doubtful, the test tube should be set aside and allowed 
to stand from twelve to eighteen hours and then the deposit 
examined for the presence of a suboxide of copper. 

A grayish or greenish precipitate of phosphates which is al- 
most always thrown down by the alkali in Fehling’s or Haines’s 
solution should not be mistaken for a deposit of suboxide of 
copper, which is always yellow or red. 

Simple decolorization of either Fehling’s or Haines’s solu- 
tion by the urine should not be considered a positive reaction 
for sugar, for sometimes a concentrated and strongly acid 
urine, which is sugar-free, will decolorize the copper; on the 
other hand, a decolorization may indicate a beginning reduction 
; of the copper, particularly when only a trace of sugar is present. 
' Under such circumstances it is advisable to let the test stand 
for twelve to eighteen hours before arriving at a definite 
conclusion. 





During the course of the discussion upon this subject 
it was found it could not be concluded in the morning 
session. 

The tellers took charge of the ballots for nomination 
and upon motion of Dr. Symonds further discussion 
was deferred until the following morning.. The meeting 
adjourned until 8 p.m. 

The evening session was called to order at 8:20, 
with Dr. Rogers in the chair. 

Dr. Rogers.—The Secretary announces that I am to 
lead off this evening, so if you will please come to 
order, Dr. Willard, our Vice-President, will take the 
chair. 

Dr. Rogers then read the following paper: 
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MEDICAL SELECTION. 
By Oscar H. Rocers, M.D. 
Medical Director New York Life Insurance Company. 


The choice of a topic for presentation before this Society 
is of considerable importance and has given me no little 
concern. The life companies here represented carried on 
their books at the close of the year 1907 the enormous total of 
eleven thousand millions of level premium insurance in force. 
Guaranteed by abundant reserves and constantly subjected 
to a careful supervision, the stability of this vast amount of in- 
surance is unquestionable. It is safe to say that the com- 
panies here represented constitute the backbone of the life 
insurance business of this country. We may claim, too, that 
the work done at our meetings year after year must have 
influenced considerably the procedure in each of our offices 
and thus have caused, even without legislation to that end, 
a more or less uniform attitude of mind in our membership 
towards each of the various types of risks submitted for our 
consideration. Those of us who have enjoyed membership 
in this Association for a considerable number of years have 
been deeply imprest with the influence exercised by it upon 
the minds of those who have participated in its labors. 
The moulding process has been very markt. Those who 
heard it must have always retained the strong impres- 
sion made upon their minds by the first paper read before 
this Association—that of Bernacki on the effects of the use of 
large quantities of beer. The splendid papers by Holden, 
Hamill, Wood and many others and the formal discussions 
which have followed them have each contributed to affect in 
the same way the minds of allofus. Of even greater import- 
ance than these has been the informal interchange of views 
constantly going on among the members in the intervals be- 
tween the sessions of our meetings. We may claim, then, for 
our Association that its labors have led to substantial ad- 
vance in both the clerical routine of our offices and in the pro- 
cedure of medical selection itself. Our deliberations have 
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influenced for weal or woe the fates of many of those who have 
applied for membership in our various companies and will un- 
doubtedly continue to do so in the future. We may even claim 
that in our meetings here have been laid the foundations upon 
which shall hereafter be built the science of medical selection. 

When in 1906 Dr. Fisher, then our President, kindly askt 
me to read a paper before the Association I naturally chose 
for discussion that subject which I believe to be the 
most important with which we have to do—Medical Se- 
lection—and I then took up that phase of it which bore 
especially upon the Specialized Mortality Investigation of 
the Actuarial Society. In 1907, thru the circumstance that 
you honored me by selecting me to preside over the As- 
sociation, it again became my duty to prepare an address 
and again, actuated by the same process of reasoning, I 
chose, but at that time with some hesitation, Medical 
Selection, with reference especially to substandard business. 
Once more you have honored me and for the third time in as 
many years I have chosen the same topic, Medical Selection, 
fully appreciating that in so doing I am straining your 
kind indulgence to the breaking point. I have selected it 
because as I have already said I believe it to be of very much 
greater importance than any other subject I could choose; 
and I may also confess frankly to you that I suspect that 
some of the views which I entertain are lookt upon in some 
quarters as at least revolutionary, and that had you been 
disinclined to listen to my heresies you would hardly have 
honored me as you have done with your suffrage. However 
all this may be, I propose to-day to outline to you what 
I believe to be the ideal medical selection and what I think 
should be the attitude of each member of this Association 
towards its realization. 

The functions of the Medical Director and the Actuary are 
alike in that both are advisory with reference to the lives 
which make up the membership of the company they serve. 
The Medical Director advises with respect to individual 
risks, the Actuary with regard to risks taken in the mass. 
To know and to be able to make business application of the 
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laws governing masses of lives is the peculiar province of the 
Actuary. To know and to be able to make business appli- 
cation of the laws governing the probable longevity of the 
individual risks and the types of risks which compose these 
masses is the peculiar function of the Medical Director, 
It is true that life insurance as a business was carried on 
successfully before the laws of the mortality of insurance 
populations were understood. Medical selection also has 
been practist successfully without such knowledge with 
Tespect to types of risks. But with the enormous growth 
of the business in both extent and complexity Actuaries have 
found it necessary to carry on elaborate studies of insurance 
populations as affected by various influences such as habitat, 
occupation, plans of insurance, and the like, until now ac- 
tuarial science has attained a high degree of precision and 
the deliberations of the Actuarial Society have come to 
possess a most far-reaching importance. The task which 
lies before this Association and before each Medical Director 
composing it is to acquire such knowledge with respect to 
each of ‘“‘the various circumstances which indicate or affect 
the longevity” of individual risks as will enable him to act 
within his sphere with the same precision as the Actuary 
does in his. Those things which the Actuary knows about 
masses of lives the Medical Director should and must know 
about individual lives. Just as the Actuary is able to prophesy 
with respect to masses so must the Medical Director be able to 
predict with respect to the individuals and the types of risks 
that compose these masses. The functions of these two 
advisers of the company are prophetic and are moreover so 
interwoven that very often we may not say where the one 
leaves off and the other begins. The Actuary is in position 
to know quite as much as we may regarding certain ques- 
tions of a purely medical sort with which we deal. We too 
are often in better position to decide some questions which 
naturally fall within what is regarded as the Actuary’s prov- 
ince. Some types, for instance, of family history may be 
quite as easily recognized by the Actuary as by ourselves, 
while questions regarding certain occupations and habitats 
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require the trained judgment of a physician to assist in their 
solution. It is therefore of the first importance that there 
should be some medium of communication, some language 
if you please, in which the predictions made shall be easily 
intelligible to both the Actuary and the Medical Director 
and shall have the same significance in the minds of both. 
These considerations lead inevitably to the conclusion that 
the Medical Director should express his judgment of the 
value of the risks he passes upon in terms of the standard 
table made use of in his company. I know of no greater 
absurdity than the practice which has been widely prevalent 
among the companies of permitting the Medical Director 
to decide with reference to a risk that it is not safely in- 
surable on some one plan of insurance but is insurable on some 
other plan. The Medical Director has no knowledge of the 
mortality-bearing capacity of the various plans of insurance 
or of the effect of insuring on such plans risks of any 
given mortality. Why then should he undertake a func- 
tion for which he is so little fitted? Why should he 
be placed in the position of expressing his opinion in a 
language which he does not understand? Should he not 
father place himself in position to say with reference to 
each risk that he passes judgment upon that the mortality 
to be expected from risks of this kind is 50% or 75% or 125% 
or etc. of the standard made use of by his company, and 
shall he not rather leave to the Actuary to decide whether 
a tisk of such a valuation shall be accepted or not, and 
if accepted where in the company’s membership it shall 
be placed and upon what plan? This I am convinced is 
the logical procedure. These are the relations which should 
subsist between the Medical Director, the Actuary, and the 
company, and to the establishment of such relations and 
to the perfection of such an organization and such method 
all our efforts should be directed. The prophecies of the 
Medical Director with regard to risks should therefore be 
uttered in terms of the standard made use of by the company 
which he serves. This will enable the Actuary to understand 
the language of the Medical Director and will enable the 
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Medical Director to convey his ideas clearly to the mind 
of the Actuary. Each department then understands the 
attitude of the other department and neither of them is 
performing a function which properly belongs to the other. 
This I conceive to be the first step necessary to be taken in 
order to place medical selection on a truly scientific foundation. 

But the Medical Director may not express the value of 
types of risks in terms of a standard table unless he has 
studied them from the standpoint of such table. He may 
not determine the significance of any factor which enters into 
the composition of a risk until he has measured such factor 
with relation to the table he uses. He cannot speak a lan- 
guage until he has learned the words and phrases of which 
it is made up and the manner of their combination and 
arrangement. The aim therefore of each Medical Director 
in this Association and of the Association as a whole should 
be to accumulate such masses of information with respect 
to each of the factors which “indicate or affect longevity” 
as will place them in position to predict with regard to each 
risk its insurance value, so that the Actuary acting on this 
prediction may decide where such risks shall be placed and 
what effect their acceptance will have upon the company’s 
membership as a whole or upon the special group in which 
he may choose to place them. This then is to my mind the 
ideal plan of organization to the accomplishment of which 
we should all constantly direct our efforts, and it is because 
I believe this to be true that I look upon the action taken 
at the last meeting of this Association in appointing a special 
Statistical Committee as a historic milestone marking the 
progress of life-insurance medicine towards a truly scientific 
goal. 

I have referred to the function of the Actuary as being 
advisory with regard to risks taken in the mass and as basing 
his predictions upon elaborate studies of insurance populations. 
I want you to notice especially at this point that there lies 
in most of the work done by the Actuary an assumption 
which is only provisionally true,—he treats the masses with 
which he has to deal as if they were homogeneous, while as 
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a matter of fact they are often extremely heterogeneous. 
The individuals which make up the population of any life 
company are drawn from almost all parts of the country if 
not of the world,—they are drawn from cities, from suburban 
districts, from the country. They are professional men, 
merchants, public servants, artisans,—almost every trade 
and calling is represented. Confining ourselves to these 
purely social, economic, and geographical factors, he is indeed 
an unthinking man who affirms the essential homogeneousness 
of such material or the propriety of treating it in the last 
analysis as homogeneous. It is homogeneous only pro- 
visionally, only until actuarial science has taken up its 
various parts, analyzed them, and assigned to each its proper 
value in the composition of the mass. It is homogeneous 
only until a study of its component parts shows them to be 
heterogeneous. There is now going on everywhere in the 
actuarial field a differentiation of risks along various lines 
within the groups hitherto treated as homogeneous. This 
vast but fragmentary work is constantly increasing our 
knowledge of some of the factors which indicate longevity 
and is greatly affecting selection with reference to these 
factors. It needs no special keenness of vision to see that 
as this process of differentiation continues and extends far 
and wide in the field to which the work of the Actuary is 
naturally confined, the foundations upon which he builds 
his predictions for the future will become constantly more and 
more firm and lasting. We see this process of differentiation, 
this laying down of the foundations, in the work of the Ac- 
tuarial Society in its Specialized Mortality Investigation. 
We see it in the various habitat studies, studies of occupa- 
tions and of plans of insurance that are appearing from time 
to time. Some of these studies fall short, for one reason 
or another, of what we could wish. They. are only partially 
successful. But if we accept their conclusions with judicious 
teserve we shall find that. the standpoint which they afford 
us is constantly broader and more favorable to a correct 
judgment of the value of risks for insurance. Work of this 
sort in the actuarial field should and undoubtedly will 
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continue and extend over the entire area of our insurance 
population. : 

The actuarial assumption that masses of insured risks are 
homogeneous is thus:seen to be rapidly giving way before 
studies of geographical groups, of occupation groups, of 
groups of plans of insurance, and the resulting differentiation 
of risks along various lines within these masses has already 
profoundly affected selection with respect to the factors 
studied. Even were no special effort made hereafter to 
accomplish it this work of differentiation will no doubt con- 
tinue and extend to the great advantage of the business of 
life insurance. 

Just as the Actuary in the infancy of his science started 
with the assumption that the risks which compose the masses 
with which he has to deal are homogeneous, so the Medical 
Director started with the conception that, within certain 
ill-defined limits, all risks are homogeneous and of practically 
equal insurance value, whilst all risks that fall outside of those 
limits have for practical purposes no insurance value at all. 
The result of that crude and unphilosophic conception of the 
Medical Director was on the whole satisfactory, exactly as 
it was in the case of the Actuary; but as the insurance busi- 
ness grew in both volume and diversity the question of estab- 
lishing an accurate and scientific method by which to measure 
lives prest more and more urgently for solution. The work of 
recent years in medical selection, if it has accomplisht no 
other purpose, has served one very important end. Medical 
Directors have become dissatisfied with the “‘aggregate net 
results” secured in their respective offices and have been 
endeavoring to find some means by which to do that which 
the Actuary has learned to do,—viz., to determine the sig- 
nificance of each one of the factors whose value it lies in his 
province to know; and there has sprung up almost spon- 
taneously among us a desire to analyze our materials and 
to place ourselves in possession of exact knowledge regarding 
each of these medical factors. We now fully appreciate 
that we have to do in our province exactly what the Actuary 
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has been doing in his, and to-day the questions which interest 
us most are not what do we need to do, but are rather—How 
shall we go about the task which we see so clearly before us? 
What obstacles stand in the way of its accomplishment? 
Of what advantages are we possest? 

As to our advantages I think we may truly say that the 
resources of material at our hands are well-nigh unlimited. 
The companies here represented carry on their books over 
five millions of lives, all of which have been insured on level 
premium plans and have been carried on the books of our 
companies for an average period of somewhere from five 
to eight years,—twenty-five to forty millions of years of life! 
Surely this is a profusion of material. If it were all brought 
together under suitable conditions, placed in a common pool 
and carefully analyzed for the benefit of all, there is no 
question in the whole range of life insurance medicine which 
might not be answered at least provisionally by it. Were 
this done the reproach which now attaches to a great deal of 
our medical selection, that it is arbitrary and unscientific, 
would give place to unqualified confidence. 

With respect to the obstacles which stand in our way, it is 
clear that there is none inherent in the problem itself save 
only the enormous labor involved in its solution; but from 
the standpoint of the companies we see many and of a serious 
nature. In the very first place some companies are satisfied 
to let well enough alone. Having experienced a satisfactory 
mortality in their own memberships they are indisposed to 
abandon the empirical method for any other, however scien- 
tific. Pressure of business competition has somehow not 
been sufficiently strong to compel their attention to the need 
of more scientific methods. Moreover work of this kind 
involves very considerable expense, and where there is no 
very deep conviction of the advantages to be derived there 
is naturally great unwillingness to incur such expense. We 
may safely predict with regard to such companies that they 
will sit by with the hope that the advantages which a scien- 
tific method may possess will in due season become the 
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common property of the life-insurance world. Those who 
are enterprising enough to undertake work of this sort will 
accumulate information for them; they will enjoy the harvest 
without participating in the labor necessary for its production. 

A still more potent consideration stands in the way, viz., 
that those who have already attained to a reasonably scien- 
tific method of selection, appreciating the advantages which 
their knowledge gives them in the pursuit of their business, 
will naturally be unwilling to publish their results and thus 
place their competitors on a footing of equality with them- 
selves. This attitude, however much we as scientific men 
may deplore it, is not only natural but is reasonable as well. 
In life insurance, as in all other human activities, success 
falls to the most resourceful, to the best equipt, and among 
men, as everywhere else in nature, there is little disposition 
for the stronger to assist those weaker ones who come into 
direct competition with them. Were the problem with which 
we are dealing a purely scientific one, we should have little 
difficulty to secure the broadest co-operation; like other 
questions of pure science we should be able to do with them 
as we pleased; but with a business aspect so interwoven with 
the scientific we must be content with such methods as shall 
accomplish the result we have in view without doing violence 
to this, as we may designate it, business ethic. 

The problem itself is simple enough. We must regard 
medical types of risks just as the Actuaries regard actuarial 
types. A life company, the largest single mass with which 
our Actuaries deal, is a social unit, an individual thing if you 
please, made up of a considerable number of component 
parts of different insurance values. In the same way every 
risk for life insurance is an individual thing but also made 
up of a considerable number of component parts of different 
insurance values. If we would know the insurance value 
as a whole of any single risk, we must know the value or 
significance of each one of these parts. Clearly then our 
task is to study the significance of each one of these various 


parts or factors which “indicate or affect longevity.” If 
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we would know, for example, the influence of build, we must 
accumulate large groups of risks at each build and must de- 
termine for each of these groups the mortality which occurs 
at every age. Moreover in doing so we must be careful to 
exclude from our study every risk that possesses any other 
disturbing factor than build. Just as the Actuary excludes 
from any occupation-group all persons engaged in any other 
occupation than that under consideration, so must the 
Medical Director exclude from a study of build all persons 
who do not possess the build under consideration, or from a 
study of Rheumatism all those who have not suffered from 
attacks of Rheumatism. If we would know the influence 
of some special type of family history we must study large 
numbers of risks in which that particular type appears alone. 
If we would know the influence of any given occupation we 
must study insured lives engaged exclusively in that occupa- 
tion, and in each of these studies we must, as I have already 
said, be careful to exclude every risk that possesses any other 
disturbing factor than that which is under consideration. 
Failure to do this will always prove a stumbling-block in any 
work of this kind that we may do. The need of such studies 
as I have here suggested is evident to all of us. Itis brought 
home to us every working day of our lives. How often are 
we perplext to know whether a very favorable occupation 
is sufficient to offset the malign influence of a bad family 
history, or to determine in the formation of our judgment 
whether some given unfavorable incident in the life history 
of an individual risk should outweigh certain very favorable 
incidents in that history! It is this uncertainty about the 
significance of many of the incidents that enter into the com- 
position of risks, especially in cases which fall near the 
border-line, which urgently demands to be cleared up. 
The problem being such as I have endeavored to describe 
there is no doubt that if this Association had unlimited power 
to do as it pleased in this matter, its course of action would 
clearly be to require each company to contribute records of 
all its insured risks, with details of each case as to amount and 
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plan of insurance, residence, occupation, age, build, medical 
history, duration of insurance, mode of exit, etc., and to 
subject the vast amount of material thus accumulated to a 
careful analysis with respect to each of the facts recorded. 
This analysis should take the form of that adopted by the 
Actuarial Society in its recent Specialized Mortality In- 
vestigation,—within its limits probably the most complete 
and satisfactory work ever done by any organization. The re- 
sults should be publisht in the fashion adopted by that Society 
and should be distributed among the contributing companies to 
be studied by each company in such manner as it chooses. I 
may say here incidentally that I question the wisdom of fol- 
lowing the plan of the Actuarial Society of measuring by any 
particular standard the data thus accumulated. The standard 
adopted by the Society is undoubtedly an excellent one and 
the results obtained by its use are easily intelligible, but in 
the matter of standard tables each company has its own 
preference, and I believe that the data accumulated by any 
co-operative effort should be publisht in such form that 
each company may study it according to the table which it 
prefers to use for such purpose. 

But it is doubtful whether the co-operation of all the 
companies will ever be secured to undertake such an exhaustive 
study of our resources. Some feel that they have already 
laid the necessary foundations, others are not sufficiently 
interested, still others while interested prefer to wait for 
some one else to do the work for them. In the absence of 
complete co-operation the next best plan is that suggested 
at the last meeting of this Association and put into preliminary 
operation, viz., the selection of a special Statistical Committee 
to lay out and carry on work among those companies that 
are willing to co-operate to secure the desired ends. Such 
work gives promise I think of the best results possible under 
the circumstances. In the accumulation of data for the use 
of that committee each contributing company will un- 
doubtedly have to review a large part if not all of the material 
contained in its records, and while doing so it will be a simple 
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matter to take out not only the facts required by the com- 
mittee but all other data contained in those records. A 
large part of the material thus accumulated will not be called 
for by the committee. This may very well be used by the 
Medical Directors themselves to work out, each with his own 
material, still other questions than those raised by the com- 
mittee. These records carefully studied in each company 
would furnish material for monographs of the utmost value 
on a wide range of topics. There are a great many subjects 
on which even those who are best informed need much 
additional light. Contributions such as I have suggested 
would therefore be heartily welcomed even tho the amount 
of material involved in each of them should be small. I 
cannot urge too strongly my views regarding the value of 
the testimony of small groups. Even a few cases if properly 
collected and studied add substantially to the information 
we already have and thus bring us constantly nearer and 
nearer to our goal. We cannot hope with regard to any one 
of the many medical impairments to secure a sufficient num- 
ber of cases to answer finally and for all time the question as 
to its significance. A glance at the fluctuations which occur 
from year to year in the mortality experience of any of our 
companies shows how large a mass of material is necessary 
to give a final answer to any question in actuarial science. 
What we look upon as a fixt value to-day may prove next 
year to have been but a fluctuation on one side or the other 
of the mean. Each observation we make serves to confirm 
or to modify our views and thus to bring us nearer and nearer 
to the final absolute value of the factor which we are studying. 
Thus the use of the testimony of small groups is abundantly 
justified, and such contributions however small should be 
welcomed by our Association. Each Medical Director who 
makes them, provided he does so along proper lines, is con- 
tributing substantially to that science of medical selection 
which this Association is bound to establish. 

What we need then are facts—facts so formulated and 
exprest as will convey to the mind of the Actuary and the 
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Medical Director alike the absolute value of each risk for 
insurance. We must always remember that an ideal medical 
eslection measures in advance of its acceptance the probable 
insurance value of each risk. A company whose risks are 
selected by such a method knows in advance the probable 
mortality which each addition to its insurance population 
will sustain. It therefore knows approximately the mortality 
which it will experience in the future on those risks taken in 
the mass, and it is able to make such changes from time to 
time in its selection as will increase or decrease the rate of 
its future mortality to just the degree its business will stand. 
If its mortality is too high it knows to a nicety where and to 
what extent its selection must be more rigid. When its 
mortality may be safely increased it knows exactly where and 
to what extent to liberalize. To the establishment of this ideal 
selection the efforts of all of us should be constantly directed. 

In connection with a discussion of my previous addresses 
on this subject I received but a short time ago from a very 
good friend of mine, a man whose opinions carry great weight 
in insurance circles, a letter which gives expression to views 
so fundamentally different from my own that I venture to 
bring them to your attention somewhat at length, as follows: 

‘‘From my viewpoint there is some danger in specialized 
investigations, as well as in papers like your own. Unless 
the data gathered and the conclusions reached are used 
with great judgment they will tend to a refinement of 
selection, whereas the history of insurance shows by a gen- 
eral loss ratio of about 85% that there has been entirely 
too much effort in that direction, due in part to lack of 
knowledge as to the rating of risks and in part to the necessity 
of producing a low mortality to pay high dividends. My 
ideal participating company is one in which the selection 
would be so accurately made that the death rate would 
be but a trifle under 100% (standard—not select) and in 
which the dividends would be an incident and not a con- 
sideration... .” 

At this point I interrupt the reading of this letter because 
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I wish to answer my friend’s criticism of what he refers to as 
a refinement of selection. I am willing to grant that there 
is some danger in specialized investigations. A little know- 
ledge is always a dangerous thing. We must always accept 
with caution and provisionally any study which gives us only 
glimpses of the facts. My paper of 1906 was written with 
the object of urging upon the members of this Association 
the exercise of the utmost caution in drawing conclusions 
from the Actuarial Society’s work. That the warnings con- 
tained in that paper, especially with reference to some of the 
classes of risks therein discust, have not been heeded is 
no fault of mine or of any other advocate of accurate medical 
selection. I accept quite freely my friend’s opinion that 
some of the low mortality heretofore experienced among the 
companies has been due as he puts it to ‘‘lack of knowledge 
as to the rating of risks.” That is just the point whfch I 
wish to make. An ideal medical selection places so ac- 
curate a value upon each life that the Actuary is able from 
the data thus furnisht him to produce any mortality he 
wishes. If he decides that the company’s business interests 
demand a mortality of 80% of the table he has simply to 
admit only those risks which taken together will produce such 
a mortality; and as he knows the value of each risk, and the 
proportions in which these various values are entered into 
the composition of the mass, it is a simple matter for him to 
determine where he shall draw the line in order to accomplish 
the desired 80% mortality. If he wishes to produce a mor- 
tality of 100% of the table he has simply to shift the position 
of his line so as to include a larger number of the less desir- 
able risks. Surely then a low mortality need not be caused 
by accuracy of selection, but it may very well be caused by 
timidity of selection. My plea for an accurate selection 
should not be interpreted as a plea for either a narrow selec- 
tion or for a broad one. I simply appeal for a selection which 
shall no longer rest upon impressions but upon facts. I 
appeal for a selection from which, as far as this is possible, 
the personal equation shall be eliminated,—a selection in which 
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the fluctuating judgment of the individual shall as far as 
possible be replaced by the results of statistical investigation. 

As to my friend’s ideal company, I shall defer my com- 
ments upon it until I have read further from his interesting 
letter, as follows: 

“TI can hardly hope to see this ideal realized; establisht 
conditions would not permit and recent legislation bids 
fair . . . to give even greater prominence to dividend. In 
other words, policy contracts . . . being alike, the chief 
competitive point will be the amount of the annual divi- 
dend. I deplore the outlook and do not believe it will be 
helpful to insurance or good for the people. . . .” 

With reference to the influence of annual dividends or of 
deferred dividends I do not see that a scientific selection is 
directly interested in that question. If the value of a life 
company comes to be measured solely by the dividends it 
pays, the trend of medical selection must of course be towards 
a constantly narrower field of habitat, of occupation, of 
every factor which enters into the composition of a risk. 
Groups of risks taken from some of the States of the American 
commonwealth show a mortality of but 60% of the American 
Table, while similar groups taken from some other States show 
a mortality of 120% of that table or more. In other words 
some of the risks which are received without question into our 
insurance companies, so far as the factor of habitat alone 
is concerned, may be counted upon to show a mortality 
double that shown by other risks. In the same way some 
occupations which are regarded as insurable produce a mor- 
tality twice as great as others and so on. If other things 
are equal and the competition between life companies be- 
comes based upon dividends alone, that company will win 
out whose business is confined to the most favorable States 
of the Union, to the most favorable occupations, to only the 
best family histories, and so on. But this is quite beside 
the question. Accurate medical selection produces, as I have 
already said, a high mortality ora low mortality. It produces 
whatever mortality the company it serves wishes to have pro- 
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duced. It differs vitally from the empirical method in this, 
that it knows in advance what the mortality will be which it 
produces, while the empirical method has to wait for years in 
order to ascertain that fact. A life company may very well 
enjoy a low mortality produced by an unscientific and injudi- 
cious medical selection; another company may have a high 
mortality produced by a very accurate medical selection; but 
an accurate medical selection will not produce a high mor- 
tality unless it is desired to do so. Any company which 
excludes from its membership all risks that are in the least 
doubtful, that confines its business to the most healthful 
parts of the country, to only the most healthful occupations, 
to those risks in which the personal factors are most favorable, 
will undoubtedly have a low mortality and the risks which 
constitute its membership will undoubtedly be of more 
nearly equal insurance value than those of a company whose 
selection is less narrow. Moreover the members of such 
a narrowly selected company will be more nearly entitled 
to share equally in the distribution of surplus funds; but, 
to my mind, medical selection has nothing to do with the 
question of narrowness or of breadth of selection, it has 
nothing to do with the distribution of dividends or with the 
size of the dividends distributed. It has to do simply with 
measuring accurately the value of risks for insurance. It 
has nothing to do with the tendency in recent times towards 
confusing insurance with dividend distribution, with the fact 
that companies which start out to do a life-insurance busi- 
ness seem to be trending towards selling dividends instead 
of insurance. All this is beside the question. The question 
of medical selection is, I repeat, simply a question of meas- 
uring accurately the value of risks for life insurance. 

I take issue with my friend on the subject of what should 
constitute an ideal life-insurance company. His idea is 
that he would receive into his company’s membership all 
those risks which taken together would produce a death rate 
but a trifle under 100% standard table and in which the 
dividends would be an entirely secondary matter,—by which 
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I understand him to mean that all of the members of his 
so-called ideal company would share alike in the distribution 
of the dividends whatever they might happen to be, and if 
indeed there were any dividends to distribute. I should like 
to give you briefly what I regard as an ideal life company, 
premising what I say by adopting for my own my friend’s 
remark—‘‘I can hardly hope to see this ideal realized.”” My 
ideal company presupposes an ideal medical selection, in 
which the value of each risk which enters into the company’s 
composition is accurately fixt in advance of its admission. 
Into such a company I would admit every risk whose mor- 
tality was equal to or better than that provided for in 
premiums charged, and I would refuse all risks in which the 
mortality was clearly greater than that so provided for. 
There would thus be brought together a group of Ji es whose 
insurance value would range from risks which show. a mor- 
tality of say 50% of the table up to and including risks which 
show a mortality of 100% of the American Standard Table. 
The dividends earned by such company would of course 
depend, other things being equal, upon the mortality ex- 
perienced by the company as a whole, but the distribution 
of dividends to the individual risks would be proportional 
to their insurance value, each risk receiving dividends due to 
the saving incident to his value as a risk. My objection to 
my friend’s ideal company is, as I have already said, that 
he is assuming that all of the risks received into his company 
are of equal insurance value. In the ideal company which 
I am here picturing each individual risk would receive benefits 
commensurate with his value as a risk. My objection to life 
insurance as at present carried on is that all those who are 
received into a company are deemed to be of equal insurance 
value; whereas in fact some of these risks are experiencing 
year after year a mortality of double that shown by some 
other risks which stand on a footing of equality with them. 
The membership of every life company is made up of in- 
dividual risks whose values differ more or less widely, and its 
aggregate mortality depends upon the proportions in which 
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these risks of various values enter into it. I am satisfied 
that there is a real need of some method by which it shall be 
possible to do exact justice to every member of a company, 
which shall treat all members fairly and exactly in accord- 
ance with their deserts, and I hope that in the fulness of time 
such a method will be developt and come into general use. 
This I believe is the trend of the scientific work now being 
done and which will hereafter be done in the Actuarial Society 
and in this Association. 

But however fascinating these speculations may be, and 
profitable moreover in broadening our understanding of the 
subject, we must turn from them to the practical question 
before us, viz., that of advancing the interests of scientific 
medicine as applied to life insurance. To that end I see 
nothing in sight of so great importance or which is so deserving 
of your united support as the work of your Committee on Col- 
lective Investigation, and I hope that every member of this Asso- 
ciation will see to it that his company co-operates towards 
the accomplishment of the purpose we have in view, for it is 
by such united effort that we shall finally succeed in placing 
medical selection upon a truly scientific foundation. 


Dr. Willard—Gentlemen, you have listened with 
great attention and great interest, and I believe that 
it has been provided that a discussion upon this paper 
will be opened by Dr. Knight. 


DISCUSSION. 


Dr. A. S. Knight—The writer of this admirable paper has 
unsuspectingly given us curious enlightenment on his own per- 
sonal history by one of his first remarks. He tells what a lasting 
impression he got from that excellent paper of Bernacki on “‘ The 
Use of Large Quantities of Beer.”” Dr. Rogers must have been 
the same energetic hunter for knowledge and the same master 
of its proper arrangement that he is to-day: for Bernacki read 
his paper at the first meeting of the Association, in 1900, and 
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Rogers was not admitted to membership until 1903. He did 
well therefore to get into thot early meeting and he would not 
have been there if he had not the qualities in his make-up that 
foretold the successes he would win in this special profession of 
ours. 

Last week Dr. Rogers telephoned to me that Dr. Frank Wells, 
who was to have discussed his paper, is still in Europe and asked 
if I would doit. Realizing at once that the Treasurer would be 
trusted with nothing else than the funds of the Society unless 
it were as a last resort, I immediately said yes. I approach the 
proposition with trepidation though, for the first impression in 
the minds of all of us must be that after listening to such a 
learned presentation resultant of years of hard telling work we 
ought simply to give our vote of thanks, ask for a wide publica- 
tion, and begin to absorb and profit from its contents. 

We all know how the welfare of this Association and the pur- 
poses of its existence have been promoted and guided by the 
wisdom of Bernacki, Lambert, Curtis, Shepherd, Marsh, and 
men of their type whose loss from amongst us we shall always 
mourn; and of Holden, Wood, Hamill, Wells, Fisher, and the 
others who are still with us. But I believe that never during the 
life of the Association has there been presented before it a matter 
of such vital importance as this one of to-day. It will go into 
history as such. The paper is a healthy developmental out- 
growth of what he set forth last year and the year before. And 
he now tells us our plain, evident duties along these lines for the 
establishment of proper scientific medical selection so clearly 
and so convincingly that we would be stupid and remiss indeed 
if we held back. Neglect now would be as if we who graduated 
twenty years or more ago were to practise medicine without 
going along the roads of scientific research which have been dis- 
covered and put into good condition for travel since then. We 
are all proud of the momentous advances that have been made 
in the medical and surgical fields of our profession, and now we 
may proudly welcome this opportunity of making our special 
work of lasting benefit to the companies which employ us and 
to the communities we serve. 
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Perhaps I ought to stop without another word of friendly 
criticism; but, inasmuch as it is our duty to thresh out in dis- 
cussion and thus tr," to make our minds meet on points where 
our opinions now differ somewhat, I shall refer to the doctor’s 
suspicion that “in some quarters his views are looked upon as 
at least revolutionary.’’ Suppose they are—it is not the first 
time that lasting benefit has come in the United States as the 
result of revolution. 

But wherein is it that some of us may have gone away from 
other meetings and perhaps may from this one with a view 
different from his? I believe that it is only to be found on the 
page where he says: “I know of no greater absurdity than the 
practice which has been widely prevalent among the companies 
of permitting the Medical Director to decide with reference to a 
risk that it is not safely insurable on some one plan of insurance 
but is insurable on some other plan. The Medical Director has 
no knowledge of the mortality-bearing capacity of the various 
plans of insurance or of the effect of insuring on such plans 
risks of any given mortality. Why then should he undertake 
a function for which he is so little fitted? Why should he be 
placed in the position of expressing his opinions in a language 
which he does not understand? Should he not rather place 
himself in position to say with reference to each risk that he 
passes judgment upon that the mortality to be expected from 
risks of this kind is 50% or 75% or 125% or etc. of the standard 
made use of by his company, and should he not rather leave to 
the Actuary to decide whether a risk of such a valuation shall be 
accepted or not, and if accepted where in the company’s member- 
ship it shall be placed and upon what plan? This I am con- 
vinced is the logical procedure. These are the relations which 
should subsist between the Medical Director, the Actuary, and 
the company, and to the establishment of such relations and to 
the perfection of such an organization and such method all our 
efforts should be directed.” ; 

Last year he told us how he was happy to say that since 1904 
the Medical Department in his Company has had nothing to do 
with plans of insurance; that it estimates the probable mortality 
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befitting the case and leaves to the Actuary to decide what plan 
of insurance is best adapted to provide for that mortality. 
Now likewise his proposition is that the Medical Director 
should not be permitted to decide that a risk is not safely insur- 
able on some one plan of insurance but is insurable on some other 
plan—‘“ because the Medical Director has no knowledge of the 
mortality-bearing capacity of the various plans or of the effect 
of insuring on such plans risks of any given mortality.” I take 
it that this statement applies to standard business, because he 
says this practice has been so widely prevalent among Medical 
Directors, and he does not mention substandard business in 
this paper and only a few of the companies in the Association 
now do asubstandard business. Ifso, I think that the mortality- 
bearing capacity of the different standard plans is exactly the 
same; that, given a certain number of people alive to-day, they 
will die each year in the same proportions whether they carry 
endowment or life policies, and that the death rate for which 


‘the Actuary has provided in the different plans is, therefore, the 


same. That being true, the Medical Director is left with little 
difficulty on that score. And it seems to me that Dr. Rogers 
is wrong in that, after he has so skilfully and so scientifically 
measured the various features of the border-line risk to the extent 
that he is able as the result of his study of homogeneous material, 
he then goes on to treat that whole complex picture of the case 
before him as if it were a scientifically complete entity the com- 
position of which has been measured and given its proper value 
by his figures. Whereas, I believe that it is still a live complex 
proposition that still requires the personal study and judicious 
handling by the Medical Director with reference to the work, 
statements, and worth of the agent, the applicant, the Medical 
Examiner, and of any others who have reported on the risk. 
And I believe that the Medical Director should then vote as to 
the plan of insurance that ought to be given. 

If Dr. Rogers were to say that Medical Directors have been 
throwing into the standard endowment classes risks whose 
mortality rate will be above roo of the normal expectation and 
that that is wrong and absurd, we would all agree; for we know 
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perfectly well why the endowments cannot stand it and how 
unfair it is to the good members of the class. But because some 
have made that error, why say that a Medical Director should 
have nothing to do with the assignment of the individual risk 
to his proper policy? Suppose two men come to you at the same 
time for employment. You question them, look into their 
references, examine them as much as you like, and they both 
pass muster successfully. You hire them in your establishment 
and then after watching them and their work for a month or two 
you are willing to place one in charge of the cash till, and for some 
inexplicable but nevertheless strong conviction you would not 
thus entrust the other one. 

Take two examiners whom you have appointed in the field. 
Inquiries have brought equally favorable reports on each one 
and you can see nothing in the one to prefer over the other. 
After a while you determine that one always succeeds in getting 
full and correct histories, uncovers attempts at fraud, is sure 
of what he finds on examination, and you can depend upon it 
that his report is complete and right. The other man is not so 
keen and diplomatic in his cross-questioning, is therefore liable 
not to have his histories as complete and correct, does not judge 
so correctly of general situations and appearances, knows theo- 
retically all about physical diagnosis but is not so sure as the 
other of correctly interpreting what he finds in a difficult case. 

You as Medical Director take with conviction the judgment 
and advice of the first, but you look suspiciously to see if the 
other one has given you a complete picture and you go back 
with further inquiries or for another examination on the least 
provocation. I do not intend to draw this picture too dis- 
paragingly, for the second man is not poor enough to warrant dis- 
missal. No bad claims have turned up against him and there 
is no better doctor in the town than he. 

Now under the system of recording the numericals that point 
to the worth of risks as compared with the company’s standard, 
the reports from one of these examiners would be marked in just 
the same way as those from the other; and then these values are 
to be sent to the Actuary for him to place the risks in the special 
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groups where they belong. If the Actuary does this simply with 
mathematical precision and as the medical decision has directed, 
then he has done no better than the Medical Director or one of 
his medical clerks could do with the tables showing the Ac’uary’s 
determination before him. I am still supposing of course that 
in this discussion we are not concerned with a substandard 
business that has many different classes of various mortality- 
bearing capacity—for there, while the Actuary could place the 
figures with mathematical accuracy more quickly than any 
one else, yet that would only be a clerical procedure. But in 
any event my next statement would be the same—that the 
Medical Director is the one best qualified by his training, ex- 
perience, knowledge of human nature, of his Medical Examiners, 
and of physical hazards to properly measure and determine the 
insurance value of the risk according to the standards that we 
are to learn more accurately from our material and that Dr. 
Rogers has urged so ably; and that the Medical Director then, 
having judiciously studied all the varying features of the case, 
is best qualified to vote whether the risk as a live complex 
proposition is entitled to the plan of insurance applied for, and 
if not, to what he is entitled. 

The Medical Director’s decision should not be final, but the 
Actuary should also vote on border-line cases, and then if their 
opinions differ executive decision should be obtained. 

The functions of Medical Director and of Actuary are as Dr. 
Rogers says both advisory; but the help of both should in my 
opinion be used in properly assigning border-line applicants who 
have some doubtful features that cannot be measured by figures. 
I grant that the Medical Director should be a man of sound 
business judgment, and that many physicians are not business 
men; but neither may all the pure mathematicians have those 
qualities. The old-time family practitioner in the country was 
not successful simply because he had a quick answer to sharp 
questions and thus covered his technical shortcomings—but 
rather because he had in his make-up a horse sense which enabled 
him to meet and overcome all kinds of difficulties. That is 
precisely what we must have and use if we are to do the best 
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of work in our specialty. I know that Dr. Rogers has it and 
displays it in all his splendid doings—but it does seem to me 
that he puts its use away from the Medical Director in a most 
vital part of his work when he says that he shall have no further 
voice in the placing of the risk than he can work out mathe- 
matically and as if the picture of the applicant were a scientifi- 
cally perfect entity—which it is not. 

I know that his answer is that his system has worked success- 
fully for four years; that compared with previous selections of 
risks the general results are about the same only more steady; 
and that by the system he escapes the errors of personal preju- 
dice and of a tired brain after one has viewed many applications. 
But in the one of our other companies about which I know we 
too are having a steady satisfactory experience. We are se- 
lecting and assigning the risks thoughtfully. We are making 
the best use that we can of all the knowledge that we have, 
and in doing this we are none of us bound by any rule of thumb 
nor acting on mathematical lines, but we are following exactly 
the lines that I have already described, taking into consideration 
the local conditions, character of examiners, circumstances of 
applicant, character of his habitat, and the whole picture that 
the risk presents in all its phases. We are not timid, but try to 
treat the applicants as generously as we can while at the same 
time we conserve the interests of the Company. The result is 
that our mortality experience is year by year altogether satis- 
factory; and comparing it, in the whole of our standard business 
taken since 1892 during the year 1907 with the Compound Pro- 
gressive Table of the New York Life experience with healthy 
lives in the Northern climate, I find that our percentage of 
claims is just 98% of theirs. How then, provided we gain from 
a study of our material all the knowledge that Dr. Rogers has 
from his, can it yet be said that our method of selecting and of 
assigning risks is wrong and his the right one? 

I think that it is wrong for the Actuary to finish alone what I 
believe to be an essential part of the Medical Director’s work; 
that the mistake of Dr. Rogers lies in his treating the picture 
of the risk at the home office as if it were an entity whose com- 
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pleteness is scientifically proven so that its worth can be fully 
measured in numerals—whereas that picture really has hetero- 
geneous features which have not and never can be thus measured 
and which, therefore, ought to be judged by a Medical Director 
to a further extent than he allows. Just a word more for illus- 
tration without bothering you with statistics. It might be 
assumed that in a given number of cases the percentage of 
people suffering with heart troubles ought to run fairly even in 
sections where the surroundings might fairly be assumed to be 
practically the same. The reports from 12 of our good Examin- 
ers for the year 1900 were studied and it was found that the total 
number of their rejections varied from 4% to 19%, and the per- 
centage of their rejections on account of heart troubles alone 
ran from 10 to 63%. They were all good men;g out of the 12 
are still in our employ, 2 at the home office. My point is that 
they found enough to reject, but that they could not have all 
given us a complete technically true picture of all the impair- 
ments in each risk, and yet clerks valuing those cases without 
the judicious personal control of the Medical Director would 
have handled each picture as a perfect one. 

There should, as Dr. Rogers says, be a language which the 
Actuary and the Medical Director both understand, but the 
Actuary with the Director’s help should make up the dictionary, 
and then the Director should make more use of its contents 
than Dr. Rogers allows. 

We all appreciate so well the ability of Dr. Rogers and the 
correctness of what he says that I naturally hesitated to offer 
friendly adverse criticism of any one feature of his paper. It 
did seem to me, though, when reading it very carefully, that, ad- 
mirable as it is, and much as we think of him, we ought to dis- 
cuss in the freest and most friendly way these matters wherein 
our opinions differ, so that we may determine wherein we are 
wrong and finally bring our minds together. 

There is no question that his argument for going ahead with 
our proposed investigation and for then making proper use of 
the material that we unearth is an unanswerable one. Per- 
sonally I feel very enthusiastic about it and wish to say that in 
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our Company we shall furnish all that the committee asks for, 
and shall also go ahead to analyze all of our material in a way 
that has not previously been done by us. 

We shall never cease to be grateful to Dr. Rogers for all that 
he has done for all of us, and I only hope that my feeble dis- 
cussion of this admirable paper of his has not withdrawn one 
iota from its force. His premises are right, and his arguments 
unanswerable, except I did feel compelled to differ from him 
on just the one point. 

Dr. Lounsberry—Anything that I may say in discussing Dr. 
Rogers’s paper must be considered as coming from a man whose 
entire experience has been with one of the small companies. 

Ever since associating myself with the Security Mutual, I have 
welcomed every advance; have tried in every way to get reliable 
information and have sought to use it intelligently and for the 
best interests of the Company I serve. 

In the earlier days of my work I frequently wrote to Medical 
Directors asking them to define their position on certain class 
risks. To my entire surprise, if I wrote to seven I generally 
received seven different treatments. After many such experi- 
ences, I arrived at the conclusion that the majority of us were 
acting upon business very much the same as the old doctor used 
to bleed,—because his preceptor did. 

That portion of the letter quoted by Dr. Rogers in which the 
writer expresses the opinion that great judgment must be used 
in handling the data or it would tend to a refinement of selec- 
tion, which he at least says by intimation would be dangerous 
toa company, surprisesme. The old saying ‘‘A little knowledge 
is a dangerous thing’ is all right, and I quite agree with this 
sentiment; that’s where the most of us are now—a little actual 
knowledge and a whole lot of impression. The little knowledge 
that is dangerous, to my mind, is well illustrated by the physician 
who cannot do tracheotomy and loses his ¢ase; or the doctor 
who cannot do an appendectomy and lets his man die. I would 
suggest that the old saying be changed to that ‘‘alleged know- 
ledge based on impression is a mighty dangerous thing in medical 
selection.” 
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It seems to me that the Medical Director who is satisfied with 
letting well enough alone, or is content when his general mor- 
tality is within the expected, and who does not want to know 
the class that gives him his best as well as the class that gives 
him his most unfavorable mortality, is in the same position as 
the country doctor who said that he only lost two cases last 
year; one patient, choked to death, might have been saved had 
he had a man there who could do a tracheotomy, and the other 
patient died of appendicitis because he was unable to perform 
the operation. 

After last year’s meeting, and before I put the investigation 
up to our executive, I tried to place myself on the other side of 
the fence. I attempted to set up some logical objection to it. 
I approached it from the expense side, from the labor side; in 
fact from any way that I viewed the subject it appeared wise 
that our Company should become one of the contributors and 
profit from the results of this investigation. Finally, after 
believing myself properly armed with arguments to meet all 
comers, I presented the proposition to our executive, with- 
holding some of those that I considered convincing, as a sort of 
surplus argument if you please. After I had talked about five 
minutes with the President he said: ‘‘All right, go ahead, we will 
make up cards and contribute our share of the expense. It seems 
to me to be very desirable for you to have the results of this 
investigation.” 

Every one of us is called upon at times to explain reasons why 
our Company has declined a certain life, and if your experience 
has been anything like mine you are assured by the agent that, 
since your rejection, the man has been receiving special con- 
sideration from other companies and the man you felt was not 
entitled to insurance on any plan has since been insured by one 
of the conservative companies on a Ten-Year Term. If you 
are able to say to your agent that the mortality on this class 
will be approximately so and so, that it is not a guess but know 
that it is true, because you have studied thousands of insured lives 
and know just what you are talking about, you have convinced 
him that his business is not being treated arbitrarily or empirically. 
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The average agent does not work the home office trouble 
when he believes that his business is receiving a just considera- 
tion, but in business selected by men acting upon their impres- 
sion at the time of reviewing the paper, there must present at 
times such marked differences in treatment that the agent in 
the field arrives at the conclusion that you accept the business 
to-day that you knock down to-morrow; result, the agent is 
disgruntled and dissatisfied. This investigation will tend toward 
a more uniform treatment of the classes investigated by all 
companies who participate. We all remember that a few years 
ago some companies accepted on an Ordinary Life rate men of 
forty per cent. overweight and some as low as thirty per cent. 
under, but after Dr. Shepherd’s paper and Dr. Rogers’s table 
of weights and measures and his paper on overweights and under- 
weights had been read to the convention, we all began to treat 
these cases more nearly alike. 

We all know that, as a result of the work accomplished by 
Doctors Rogers, Shepherd, and others, we have all been enabled 
to select more intelligently, and able to predict with a fair 
degree of accuracy the probable mortality on overweights and 
underweights. We have not only shown a gain in savings, 
but the agency force soon found that the majority of companies 
treated overweights and underweights nearly alike. As result 
we are not receiving as many overweight applications as we 
did; as result of the knowledge that extreme overweights and 
underweights are bad risks and likely to rejection, our agents 
have ceased to write them, with the result that there has been a 
saving of the examination and investigation fee on these two 
classes, as well as the travelling expenses of field men in their 
effort to smooth managers and agents. Does not this last 
saving alone justify the expense incurred by Dr. Shepherd in 
conducting his investigation? 

In closing I want to emphasize as strongly as I may that 
portion of the doctor’s paper that urges the companies repre- 
sented here to join in this investigation; if it is impossible to 
get all the companies to contribute, permit me then to urge 
that all those willing to contribute do so, and that we get to 
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work at the earliest possible moment. My Company is willing 
and anxious to make a start and to furnish the committee 
having these matters in charge all the data in our possession. 

Dr. Symonds—I wish to thank Dr. Rogers for his able pre- 
sentation of the subject and the material he has given us. We 
have it in our possession, it is only a question of getting it out 
so we can utilize it. The opportunity is unexcelled. It will 
afford us immense assistance in the individual classes and it is 
something we ought to go on and develop. The paper Dr. 
Rogers has just read will prove of great help in furthering the 
plan of our Committee. 

Dr. Van Wagenen—I was just going to ask the doctor how 
long it took him to get the figures to make the tables which he 
used to calculate the percentages which he presents. Our 
Company is, I understand, about the only one which refuses to 
contribute material for the special committee. We have no 
tables available and have no tabulated record of our own mor- 
tality except in the most general way. Most companies do not 
possess tables and I understand it is necessary to use a table 
based on the experience of the individual company. That must 
require a great deal of time. When this matter was brought 
before the executive officers it was thought it would require 
too much time to get into shape. There is no question that the 
percentage of the doctor is right. The fact was brought to my 
attention by one of my patients some years ago. A man who 
had a grocery which was doing very well said to him one day: 
“‘Can’t you come down and help me out? My head book- 
keeper is laid out.”” My patient did so and after he had been 
there a short time said to the grocer: ‘‘By the way, did it ever 
occur to you to inquire as to what factors in your business were 
profitable and what paying poorly? You are doing an 
immense business in flour and an immense business in sugar; 
will it not be wise to find out just what these are paying 
you? Give me a boy and I will work up the statistics for 
you.” 

He did so and found that the very two things in which he had 
been doing the most business had been at a steady loss for years 
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and the other trade had been carrying the work. Sugar and 
flour were cut out and the cash receipts rose steadily. 

There is no question but that it is very wise to make such 
investigation and cut out all ‘‘flour and sugar.”’ 

Dr. Porter—I think Dr. Van Wagenen’s simile is a capital one 
and we may all profit immeasurably if we select some method by 
which to pick out the ‘‘sugar and flour.” 

There is no question but that Dr. Rogers’s methods have 
reached a height of proficiency which is unparalleled at the 
present time, but I believe it can be improved upon by having 
each stage of the process of selection handled by the various 
members of the medical board and also by giving the Medical 
Directors further authority and in deciding upon the question 
of form policy to be issued in each case rather than leaving it 
so largely to the Actuary. 

Dr. Fiske—Dr. Rogers has arrived at certain results. ‘‘The 
proof of the pudding is in the eating.’’ Dr. Rogers has shown 
by the methods followed by his Company results proving it to 
be the most careful scientific medical selection. In many quarters 
there is a fear that it will lead to a more strict medical selection. 
We should do what we can to overcome that fear. In those 
offices striving for more dividends, it is likely to lead to more 
strict selection. 

Dr. Dwight—I get on my feet to answer in part Dr. Van Wagen- 
en’s question. Our Company started with 75,000 cards. We 
went over them all and entered everything on the application 
upon the card. We started with an untrained force, from one 
girl to twenty-five and then going down. We have investigated 
265 to 270 classes and it has cost us about $17,000.00 in material 
and labor, which does not include the supervision, and it has 
taken us something over three years. The last year and a half 
we have had only three girls, so the time might have been short- 
ened. Three years, $17,000, 270 classes and 175,000 cards, each 
card representing a policy. 

Dr. Willard—I wish to express my acknowledgments to Dr. 
Rogers. I have derived a lot of enthusiasm from his description 
of the development along this one chosen subject of his. It shows 
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what can be accomplished by enthusiastic, earnest men who 
keep on studying and it is a striking demonstration of the fact 
that we are living in an age where projects are solved that have 
been thought unsolvable. By other methods, we can, of course, 
see by our results whether our work is done along lines safe and 
productive to ourcompany. We are, however, apparently doing 
the work empirically, having the effect of goodluck. Dr. Rogers 
is certainly a pure scientist and is to be congratulated upon his 
accomplishments. 

I talked with officers of companies over the water regarding 
impaired risks, and talked with a number of men connected 
with a company doing a substandard business for thirty years, 
and they gave me a large number of cases in which the impair- 
ments were plainly indicated and outlined their method of 
selecting the form of policy to be issued. The plan was to rate 
up by age or change the plan of insurance and rate up on age 
as well. I asked why, in two given instances where all the data 
regarding the risks seemed the same, they rated one up fifteen 
years and in the other case they changed from a fifteen to a ten- 
year endowment. The reply was far from satisfactory. This 
company employed no agents; the applications came to them 
and were reviewed by a board of fifteen directors. They 
reached some conclusions that kept them within bounds. An- 
other thing: of these fifteen directors, seven are medical men and 
one of them is a physician whose book is still a classic. I talked 
with him about albumin, and asked about their microscopic 
examinations. He said, ‘‘We never bother with the micro- 
scope.”” Those men had been conducting that company for 
sixty years. 

We are pressing forward to the goal and we hope to learn 
and know more about the value of risks, but there are many 
difficulties in the way. 

The questions of occupation and habitat are disturbing 
factors in affecting the homogeneous character of a class, as are 
also questions of habits, family history, physique, etc. 

The enthusiasm of the doctor may have blinded him to the 
difficulties in the way, in asserting as he does that he can give 
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you the rate of mortality attaching to any sort of risk. I am 
glad he feels as he does and hope that I can sometime agree with 
him in this opinion. 

Dr. Rogers—I wish, Mr. Chairman, that I could claim with 
regard to any risk that I knew its absolute value. I should feel 
very much more comfortable in my mind; but I claim this: 
this method gives us a more accurate picture of a risk than the 
old method, and as our experience broadens and we work our 
material over we shall get constantly new light until the time 
will come when we will measure risks accurately. 

With regard to the method of substandard risks practised in 
England, I made some study of that with a view of finding out 
what the Englishmen were doing by way of determining in ad- 
vance the value of their risks, and I found, also, as Dr. Willard 
did, that the judgment is purely empirical. But I also observed 
another thing, and that is that looked at in cold blood their 
judgment regarding those risks seemed very divergent, follow- 
ing it day after day. A risk one day would receive treat- 
ment that a similar risk another day would not receive. That 
is an error in judgment. A man will judge of a thing one 
day differently from what he does another day, and a statisti- 
cal method has the advantage of constantly steadying that 
judgment. 

Dr. Van Wagenen asks how long it has taken to develop this 
method. It was begun in 1892, so it has been in process of 
development for about sixteen years and it took so much time 
because the ground was absolutely unbroken. There were no 
guiding lines. The work had apparently never been under- 
taken and so it was necessary to feel along and make mistakes. 
The first five years the work might have been thrown in the 
waste basket. 

The only way death losses can be utilized is in the manner 
followed by Dr. Symonds in his paper, serving as a balance 
wheel. Used in that way study of death losses is of great value. 
Some clever men in this Association have spent considerable 
time in studying death losses along other lines, but it is not 
likely to lead to anything. Statistical methods lead to broad 
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lines. There are classes which no statistical method an ever 
cover, but it steadies the judgment. 


Dr. Symonds then read his paper entitled: “A 
Statistical Study of Renal Colic and Hepatic Colic.” 


A STATISTICAL STUDY OF RENAL COLIC AND 
HEPATIC COLIC. 


By BRANDRETH SymonDs, A.M., M.D., 


Chief Medical Director, Mutual Life Insurance Company 
of New York. 


RENAL COLIC. 


The material for this study was obtained from all the lives 
insured in the Mutual Life Insurance Company in the thirty- 
seven years from 1870 to 1907, who showed a history of 
renal colic, renal or vesical calculus, or gravel. The cal- 
culations for the expected mortality were made in accord- 
ance with the method adopted by the Actuarial Society in 
their Specialized Mortality Investigation, except that each 
life was counted but once, and full allowance was made 
for the re-entry of a life subsequent to the initial entry. 

The first list contained 1742 entrants. This list was then 
carefully revised by me and 290 doubtful cases were eliminated, 
leaving 1452 who gave a distinct history of renal colic or 
Calculus. No case was admitted to this list unless there 
was reasonable evidence to this effect, such evidence as a 
Medical Director would regard as conclusive. This list 
showed 108 actual deaths and 109 expected, a mortality of 
99%. The material however was not homogeneous in 
respect to physique and residence. I, therefore, eliminated 
all overweights and those residing in foreign countries, and 
the Southern States, and also those who had had more than 
one attack of renal colic. This left a group of 895 lives, 
practically homogeneous and without impairments other 
than the record of a single attack of renal calculus. 
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The following table gives the number of entrants at each 
age, the actual and expected deaths, and the percentage mor- 
tality, all arranged in quinquenniums. 














TABLE I. 

Age Number Deaths 

at of % 
Issue Entrants Actual Expected 

Under 15 

15-19 I .020 
20-24 12 2 448 446 
25-20 81 2 3.808 53 
30-34 139 4 7-365 54 
35-39 180 9 10.616 85 
40-44 171 9 14.318 63 
45-49 131 12 11.284 106 
50-54 88 8 EI.372 72 
55-59 57 13 9.837 132 
60-64 24 4 4.716 85 
65-69 Io 5 2.191 228 
70-74 I I .162 618 
Total 895 69 75-937 gr 

















This table shows that the young and middle-aged are not 
seriously affected by this impairment. Below forty-five, 
the actual deaths were 26 and the expected 36.5, a mortality 
of 71%. Above forty-five, the actual deaths were 43 and the 
expected 39.5, a mortality of 109%. The Specialized Mor- 
tality Investigation of the Actuarial Society, published in 
1903, Shows a good mortality in this class below age twenty- 
eight, and an increasingly bad mortality above that age. 

Does the age at which the attack occurred have any bearing 
on the risk? It was not difficult to approximate the age in 
most cases and the following table shows the cases grouped 
according to the age at which the attack occurred, the number 
of risks in each group, the actual and expected deaths, and 
the percentage mortality, all arranged in quinquenniums. 
The last two columns give the number of risks in each age- 
group who were examined within five years of the date at 
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which the attack of Renal Colic occurred, and the proportion 
which these bear to the total number of risks in each age- 


group. 

















TABLE II. 
Deaths Examined within 5 
Years of Attack 
Age a -~" ae % 
tt ° | 
jae Entrants | Actual Expected ee ee Tote 
Risks | Each Age- 
Group 
Under 15 II I .560 178 
I5-I9 32 2 2.200 gt 5 16 
20-24 123 2 6.920 29 41 33 
25-29 158 7 11.513 61 43 27 
30-34 190 II 12.837 86 85 45 
35-39 156 9 12.303 73 77 49 
40-44 98 12 10.601 113 47 48 
45-49 71 II 8.814 125 36 51 
50-54 33 6 5-749 105 18 55 
55-59 13 5 2.186 229 7 54 
60-64 3 I .608 164 3 100 
65-69 ae ae cee oats ae re 
70-74 x I .162 618 I 100 
Total 889 68 74.454 gI 363 41 























The mortality curve set forth in this table is quite regular 
and for that reason reassuring. Under age twenty the mor- 
tality is high, probably due to the small number of cases in 
the group. After that age, the curve is almost uniform and 
shows a steadily increasing mortality. The point to deter- 
mine was whether this mortality was anything more than 
a practical duplication of that furnished by Table I. It was 
quite natural to assume that the young persons in this table 
were examined many years after the attack. In the quin- 
quenniums below thirty this may be inferred, owing to the 
small percentage of risks in these quinquenniums who were 
examined within five years of the attack. From thirty to 
sixty however this inference does not hold true. The pro- 
portion of risks in each of these quinquenniums, who were 
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examined within five years of the attack is nearly the same, 
but the mortality rises from 86% to 229%. If we group 
them into decades the mortality is as follows: 








DEATHS. 

Age Actual Expected | % 
30-39 20 25. 80 
40-49 23 19.4 118 
50-59 II 8. 137 











This looked so promising that it seemed worth while to 
investigate the point still further. The following table shows 
those who were between twenty and fifty-nine when the at- 
tack occurred, the first half of the table including those who 
were examined within five years of the attack and the 
second half including those who were examined more than 
five years after the attack. Owing to the small number of 
cases in each class, they have been arranged in decades. 























TABLE III. 
Those Examined within Five Years of Those Examined more than Five 
Years after Attack 
Deaths Deaths 
e....J Number we sa 
Attack oO 0 
Occurred |Entrants} Actual | Expected % || Entrants Actual | Expected ™ 
20-29 84 3 5.011 60 197 6 | 13.422] 45 
30-39 162 10 9-599 | 104 184 Io 15.541] 64 
40-49 83 8 7.150 | 112 86 15 | 12.265| 122 
50-59 25 5 | 3-606 | 139 21 6 | 4.329] 139 
































This table shows that when the attack occurred below age 
thirty the impairment was trivial, irrespective of the date 
of the examination. Between thirty and forty those ex- 
amined within five years of the attack were not good, while 
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those examined at a later time were excellent risks. Above 
age forty the mortality was bad irrespective of the date of 
the examination. 

In order to determine if this impairment is a continuing 
one, the mortality was calculated by insurance years. The 
following table gives the number exposed, the actual and 
expected deaths and the percentage mortality, all arranged 
in quinquenniums. 











TABLE IV. 
Insurance Number Deaths 
of % 
Years Exposures Actual Expected 
I- 5 3182 23 30.4164 76 
6-10 1575 23 24.1774 95 
II-I5 721 15 13.4890 IItr 
16-20 222 5 4.9637 Ior 
21-25 52 2 1.5126 122 
26-30 24 I 1.1225 89 























The mortality curve, as set forth in this table, is most 
interesting. It is not uniform, owing to the small number 
of cases, but it rises fairly steadily throughout the insurance 
life of these risks. This is shown particularly well if they 
are grouped into decades, as in the following table. 











TABLE V. 
Insurance Number Death 
of % 
Years Exposures Actual Expected 
I-10 4757 46 54-5938 84 
II-20 943 20 18.4527 108 
21-30 76 3 2.6351 II4 

















In the Specialized Mortality Investigation of the Actuarial 
Society of America, published in 1903, Class 53 is composed 
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of those risks who gave a history of having had Renal Colic, 
Calculus or Gravel. The material in it was not as carefully 
selected as the class on which this report is based, for many 
of the cases of so-called gravel undoubtedly referred to trivial 
conditions of no importance. Furthermore it is not homo- 
geneous, for it includes many cases which showed other 
impairments. On the other hand it is much larger than my 
class, as it numbers 6934 entrants, and its size tends to 
correct the inequalities due to the above-mentioned con- 
ditions. The following table gives the number of exposures 
by insurance years, the actual and expected deaths, and the 
mortality percentage, all arranged in quinquenniums. 














TABLE VI. 
Insurance Number Dentin 
of % 

Years Exposures Actual Expected 

I- 5 22791 206 200.0 103 
6—-I0 9715 148 140.8 105 
II-1I5 3752 71 70.7 100 
16-20 1286 47 4355 148 
21-25 438 19 14.2 134 
26-30 121 4 4.5 89 

















This shows the increasing mortality as the years pass. 
The rising curve is not entirely uniform, but when the deaths 
are grouped into decades it becomes smoother, as in the 
following table. 











TABLE VII. 
Insurance Number anita 
of % 
Years Exposures Actual Expected 
I-10 32506 354 341.8 104 
II-20 5038 118 + 102.2 IIs 
21-30 559 23 18.7 123 

















From these results, I think we can now say that Renal 
Colic or Calculus is an expression of a pathological condition, 





























































252 Nineteenth Annual Meeting 


which is permanent and progressive in a sufficient proportion 
of cases to make the mortality of the class one which increases 
with lapse of years. 

On studying the causes of death as grouped in Table V. 
we found that there were forty-six deaths in the first decade 
of insurance, of which ten (22%) were due to Bright’s disease 
or arterio-sclerosis. In the second decade of insurance there 
were twenty deaths, of which nine (45%) were due to Bright’s, 
or arterio-sclerosis. This is a large increase, even allowing 
for the fact that the second decade represented older lives, 
who are naturally more liable to these diseases. Other 
chronic diseases did not increase in the same proportion. 
Heart-diseases, for example, remained at 15% in each decade. 
It is this increasing percentage of renal and arterial disease 
which makes these cases so bad. If the second decade had 
no greater proportion of them than the first decade its mor- 
tality would be as good as the first. 

It is of interest to see whether the interval which elapsed 
between the attack of Renal Colic and the medical examina- 
tion has any bearing upon the mortality. The following 
table shows this, six cases being omitted in which the interval 
was not definitely stated. 


TABLE VIII. 


























Date of Examination Subsequent to || Number taro 
Attack of Renal Colic. a % 
Entrants. | Actual. | Expected. 

During first year 20 2 2.4912 80 
** second “* 72 5 4.8698 103 
Jaen. “* 98 4 7.2091 55 
** dowth “ 82 10 5.3878 186 
an 3 92 8 6.4649 124 

Sixth yr. to eighth yr. (incl.) 207 8 15.6856 51 

Ninth yr. to twelfth yr. (incl.) 168 21 15.9518 132 

Beyond twelfth year 150 10 16.6965 60 









The mortality curve in this table is very irregular owing 
doubtless to the small number of cases in the individual 
groups. The first five years together give twenty-nine actual 
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deaths and twenty-six expected, a mortality of 111%, but 
the first three years give only eleven actual and 14.5 expected 
deaths, a mortality of only 80%, while the fourth and fifth 
years together give eighteen actual and 11.8 expected deaths, 
a mortality of 153%. Altogether a careful study of this table 
is not productive of any definite conclusions, but a study of 
the causes of death as affecting this table is quite fruitful. 

Among those insured within four years of the attack, there 
were twenty-one deaths, but only one of these was due to 
Bright’s, death eleven years after the examination, and only 
one to arterio-sclerosis, this death occurring seventeen years 
after examination. Among those insured more than four years 
after the attack, there were forty-seven deaths. Of these 
deaths seven were due to Bright’s and eleven to arterio- 
sclerosis, eight of the eighteen dying within five years of 
examination. These facts show that for four years after the 
attack we were especially careful in excluding all doubtful 
renal conditions, by thorough urinary examination. After 
that time we naturally relaxed our care a little in this respect, 
not realizing that in some cases the effect of this impairment 
is permanent, and therefore our mortality from these renal 
and arterial conditions promptly increased. It is very likely 
that a more thorough urinary and arterial examination would 
have kept out some of these untimely deaths. Perhaps it is 
fair to assume also that the high mortality among those 
insured within five years of the attack may be accidental 
and due to the limited number of entrants. 

The following table shows the causes of the deaths which 
occurred in these 895 selected lives. 

TABLE IX. 


CausEs oF DEATH. 


CLASS I.—GeEneERAL DISEASES. 
Typhoid 
Influenza 
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CausEs oF DEATH Totals. 


CLASS III.—NeErvous System. 10 
Cerebral Congestion and Hemorrhage....... 
CSRTCITGL SOTUCTIND 6 ios cc ciewcnccdetssves 

CLASS IV.—Circuatory System. 14 
RUA IE te rita uns han ga Sos Oh wl ein 
Organic Disease of Heart.................. II 
OST 
ROMO WO ANU «ooo ons 50.4.0 6.400 000 00s 

CLASS V.—RESPIRATORY SYSTEM. 8 
NN Crop iss a nib Sain oes 8 

CLASS VI.—DicEsTIveE System. 5 
Intestinnt ODGITHCTION, ....... 66. cc ccc ewes 
CSS 2 ae eee re 
REMEBER OMMIEIEE otic ars xs Orsinas icibig isla oie <s 6 <8°s 
Other Diseases, Liver and Gall Bladder...... 

CLASS VII.—GeniTo-UrINARY SYSTEM. 10 
RRR MN es fa Sse Gisasb A\io-cs (9's t6 455, 6 '9-4)'60 0 
MNS WUE R IU oa su 5555 aa. Wie ip n'e n ew ae es 
NII i aas6 sas foe psn 9/4) 4: (0d A'S 

CLASS IX.—SKIN anp CELLULAR TISSUE. 2 


wn 


ee) 


 H OO 


CLASS XII.—VIoLent Causes. 3 
— AG nc tae Eis AMcwe ex eas I 


CLASS XIIL. —I.Li DEFINED. I 
POH cit ona saa pa em swh.e ancien Su aws I 





MUMMEE Gils wipes die sews os hein Rint 69 69 


Class I., acute general diseases, is about normal. Class 
II., chronic general diseases, is below normal, owing to the 
very small amount of tuberculosis. This may be accounted 
for by the entire absence of a tuberculous family history 
in any of the cases. The percentage of leucemia and 
anemia is enormous, being twenty times what it ought to 
be. Perhaps this indicates some etiological connection 
between these diseases of the blood-glandular system and 
renal colic. In Class III., diseases of the nervous system, 
we find only deaths indicating some arterio-sclerotic changes 
in the brain, and these are in excess of the normal. Class IV. 
is nearly twice as large as it ought to be, owing chiefly to the 
increase in the organic diseases of the heart. It is possible 
that this is due indirectly to the nephritis, which is the 
primary disease, but which is overlooked in the later years 
of life, when heart failure becomes pronounced. Pneumonia 
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is normal in amount. Diseases of the digestive system are 
only one-half the normal. Diseases of the genito-urinary 
system are nearly double the normal, and this is almost en- 
tirely due to the various forms of Bright’s disease. The 
remaining classes are too small to permit analysis. Among 
these 895 selected risks were twenty-two who were more than 
20% below the standard weight. These gave two actual 
deaths and 2.2 expected, a result which was so satisfactory 
that they were included in the select group. 

Among those risks who had only one attack of renal colic there 
were ninety-two who were over-weight. These have not been 
included in the selected group which we have been analyzing. 
The actual deaths among them were twelve while the ex- 
pected were eight, a mortality of 150%. The cases are too 
few to analyze in detail, but this result shows that the com- 
bination of over-weight and renal colic is very short-lived. 

There were 147 cases who had had more than one attack 
of renal calculus. These gave six actual deaths and ten 
expected, a mortality of only 60%. None of these deaths 
was from nephritis, and only one from cerebral paralysis. 
The following table shows the detailed results, the cases being 
grouped into two classes as indicated: 


TABLE X. 


CASES WHO HAD MORE THAN ONE ATTACK OF RENAL COLIC 

















Those Examined within Five Years of Those Examined more than Five 
Years after Attack 

Age Number Deaths Number Deaths 

I at E of _ % of a rmneiceenei % 

mee mtrante Actual jExpected Entrants Actual Expected 
20-29 4 .189 8 I -219 | 457 
30-39 oA I -834 | 120 26 I -759).1. 233 
40-49 II -648 34 ; 1.755 
50-59 8 1.040 29 3 3.500 86 
60-69 6 1.337 
Total 44 I 2.711 37 103 5 7.564 | 66 
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The number of cases in either group is too small to make 
any positive deductions. It is not unfair to assume that 
our selection was very rigid during the first five years, and 
that we relaxed a little afterwards. Doubtless we were 
always more careful in examining and selecting these cases 
than when only one attack had occurred, and perhaps this 
will account for the lower mortality. 

Reviewing now the whole series of statistical tables which 
have been presented in this study, we can arrive at some 
fair conclusions in spite of the scanty amount of material 
which we have had to work with. 

1st—Renal Colic is an impairment, the effect of which 
becomes more pronounced with each year of age, and of 
insurance. This seems to be due to the fact that in some 
cases it is an indication of a permanent and progressive lesion. 
The causes of death indicate that this lesion is in the kidneys 
and arteries. 

2d.—It is not unfair to assume that care in testing the 
urine and in determining the blood-pressure would exclude 
many of the cases which are thus permanently affected. 

3d.—The time which elapses between the attack and the 
examination seems to be of comparatively small consequence 
in determining the value of the risk. 

4th.—When the attack occurs below age forty, the mor- 
tality will probably be good if our examination has been 
carefully made. 

5th.—When the attack occurs above age forty, it is a 
question whether a rigid examination will secure satisfactory 
results, though I am of the opinion that modern methods 
of diagnosis will give us a reasonable mortality. 

6th.—The combination of over-weight and renal colic is 
very serious. 

7th.—Any person who has had an attack of renal colic 
should regularly every few months have his urine examined 
and his blood-pressure determined. He is sitting under a 
sword of Damocles which only constant watchfulness may 
prevent from falling. The profession generally regard a 
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renal calculus as an acute condition which may be serious 
while it lasts, but which is generally recovered from with 
no permanent damage, when the stone has been passed in the 
urine. They should realize that this is not so in all cases, 
but that some are left with a permanent lesion of an insidious 
character which is progressive and ultimately fatal. 


HEPATIC COLIC. 


The material for the following study was obtained from all 
the lives insured in The Mutual Life Insurance Company in 
the thirty-seven years, from 1870 to 1907, who showed a 
history of bilious colic, biliary colic, hepatic colic, biliary 
calculus, hepatic calculus, or gall-stone. The calculations 
for the expected mortality were made in accordance with the 
method adopted by the Actuarial Society in their Specialized 
Mortality Investigation, except that each life was counted 
but once and full allowance was made for the re-entry of a 
life, subsequent to the initial entry. 

The first list contained 924 entrants. This list was then 
carefully revised by me and the doubtful cases eliminated. 
This was a harder task than with renal colic, for the diagnostic 
criteria of hepatic colic are much less distinct. In the vast 
majority of cases, for instance, in which the term “‘Bilious 
Colic” is used, it refers to some acute painful lesion of the 
abdominal viscera other than the gall-bladder, such as acute 
enteritis or colitis, enteralgia, appendicitis, etc. When these 
doubtful cases were eliminated, it left 413 risks in which 
there was a reasonably definite history of gall-stone, such 
a history as would be accepted by a medical director as 
conclusive. This list of cases gave forty-five actual deaths 
and 34.3 expected, a mortality of 131%. In order to make 
the material homogeneous, I then eliminated those who had 
more than one attack, the over-weights and those living in 
foreign countries and the Southern States. This left only 
223 cases who showed a single attack of hepatic colic without 
other impairments. 
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The following table is based upon these selected cases, 
arranged according to age at issue: 














TABLE I. 
Age Number m Deaths 
at 0} 

Issue Entrants Actual Expected % 
15-19 I .027 
20-24 6 I -232 432 
25-29 27 2 -980 204 
39-34 27 I 1.047 95 
35-39 35 6 3-730 161 
40-44 39 6 2.486 241 
45-49 38 4 3.068 131 
50-54 23 2 2.725 74 
55-59 17 3 6.465 46 
60-64 5 2 -947 211 
65-69 4 -297 
79-74 I -904 
Total 223 27 22.908 118 

















This table shows a high mortality at practically all ages 
with some irregularities due to the small number of cases. 

In the Specialized Mortality Investigation, Class 52— 
those who have had hepatic colic or gall-stone—shows 
favorable results at all ages, except from forty-three to fifty- 
six. The mortality of the entire Class 52 is only 107%. 
This comparatively favorable mortality is undoubtedly due 
to the fact that many cases of so-called ‘‘ Bilious Colic” were 
included in the list. The discards from my primary list 
amounted to 511, more than one-half. These discards con- 
sisted almost entirely of ‘“‘Bilious Colic” in which no evi- 
dence of genuine hepatic colic or gail-stone could be found. 
They gave a mortality of 96%, while the other 413, who were 
admitted as having had hepatic colic or gall-stone, gave a 
general mortality of 131%. 

The following table gives the cases grouped according to 
the age at which the attack occurred. It shows a high 
mortality at practically all ages: 
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TABLE II. 
Age a Deaths 
u eae Entrants ” 
Occurred Actual Expected 
I5-I9 12 -356 
20-24 40 3 1.509 199 
25-29 41 3 1.919 157 
30-34 36 4 3-341 120 
35-39 27 5 2.943 170 
40-44 32 8 7-772 103 
45-49 17 3 2.204 131 
50-54 14 I 1.989 50 
55-59 4 -785 
Total 223 27 22.908 118 

















The following table shows the cases grouped according 
to the time which intervened between the attack and the 

















| examination. 
3 TABLE III. 
! : Date of Examination Number Sane 
Subsequent to Attack of % 
of Hepatic Colic Entrants _— Expected 
First year 6 I .883 113 
Second year 24 4 1.647 243 
Third year 29 4 2.458 163 
Fourth year 13 1.126 
Fifth year 29 4 2.285 175 
Sixth to eighth year 39 6 4.214 142 
Ninth to twelfth year 35 3 5-497 55 
Over twelfth year 48 5 4.798 104 
Total 223 27 22.908 118 

















We can see from this table that from those examined in 
the first five years after the attack there were thirteen actual 
deaths and 8.4 expected, a mortality of 155%. One of these 
deaths was due to acute hepatitis, one to peritonitis, one to 
gall-stone, and one to some disease of stomach not specified. 
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In other words four out of the thirteen deaths, nearly one- 
third, were due to diseases, in whose etiology the gall-stone 
colic may have been an important factor. Even down to the 
eighth year, the mortality is high, there being nineteen actual 
deaths and 12.5 expected, a mortality of 152%. After the 
eighth year the mortality is good, there being eight actual 
deaths and ten expected, a mortality of 80%. 

The following table shows the cases arranged by years of 
insurance. 

TABLE IV. 





Deaths 





Insurance Number 
Years E of 
xposures Expected 





I-5 775 7-881 

6-10 381 6.684 
II-I5 158 3-343 60 
16-20 50 1.322 76 
21-25 23 1.030 
26-30 15 1.29% 
31-35 12 1.494 201 

















This is very interesting, as it shows a high mortality in the 
first decade and a much lower mortality in the second decade. 
It is also of interest to note that of the nine deaths in the 
first quinquennium of insurance, three were due to peritonitis, 
gall-stones and acute hepatitis. Class 52 in the Specialized 
Mortality Investigation presents a similar mortality curve 
as shown in the following table: 

TABLE V. 





Number Deaths 
of 


Exposures 





Expected 





17,216 141.6 
8,334 109.4 
4,029 67.3 
1,751 37.2 

825 22.4 
251 9-3 
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In both Tables IV. and V. there is a curious rise of mortality 
in the third decade for which I am unable to offer any ex- 
planation, as my own material was too small to admit of any 

q definite conclusion. 
The following table shows the causes of death: 








TABLE VI. 
CausEs oF DEATH. Totals. 
CLASS I.—GENERAL DisEASES—A 2 
OC: Se ee ree I 
io oo 6s Go 6S REA RAE WC TOROS I 
CLASS II.—GeEneErAt DiszEases—B 4 
Pulmonary Tuberculosis................+4. 3 
Cancer—Gall-bladder................00005 I 
CLASS III.—Nervous System 5 
4 To) ee ne I 
$ Cerebral Congestion and Hemorrhage....... 4 
4 CLASS IV.—CircuLatory SYSTEM 3 
; Organic Disease of Heart.................. 3 
CLASS V.—REspirRaTory SYSTEM I 
ee ee ee I 
Q CLASS VI.—DIcEsTIVE SysTtEM 6 
4 Other Diseases of Stomach................ I 
3 CS Ce a a ee ee oe I 
% Other Diseases of Liver................004- 2 
AUN EMMMRN 65 Scalp: b's tisha ls 846 Wale au wares I 
MRM E 565 Soares alela's aueian e's Sais) ein oid evs I 
CLASS VII.—GEn1T0-URINARY SYSTEM 2 
ow Se eee te I 
LS | ee ea I 
CLASS IX.—DIsEAses oF SKIN AND CELLULAR 
TISSUE I 
Carbuncle-ieek « <..6. iscsi ica sccceteewes I 
CLASS XII.—VioLEent Causes 3 
ORE IOR iic ca ees ame eae eve eee iene 6 2 
‘ BINS Toads G0. ai'd 5, 0isie oaiblalene cio.a'eie' angle wes I 
3 CERIEMEN Gila isigi sia laiGin wie «.sinln ORO aR 27 27 


Class VI., diseases of the digestive system, is twice the 
normal, showing the intimate relationship of the gall-bladder 
to other abdominal viscera. There is one death from ap- 
pendicitis and one from renal calculi. It is hardly possible 
in either case that the previous diagnosis of hepatic colic 
was incorrect, for in both examinations the facts set forth 
point quite clearly to gall-stone. 

Besides these cases in which there was only one attack of 
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hepatic colic, there were seventy-four who showed a history 
of two or more attacks. These gave five actual deaths and 
4.8 expected, a mortality of 104%. The number is too small 
to warrant any deductions except that doubtless we exer- 
cised greater care in selecting these risks than those who 
showed only one attack. 

The over-weights with hepatic colic who numbered thirty 
and gave a mortality of 122% are too few to analyze. 

Altogether one fact stands out quite clearly and that is the 
rarity of this impairment in insurance risks. In thirty-seven 
years the Mutual Life issued insurance to 413 persons only, 
who gave a definite history of hepatic colic or gall-stone. 
That averages only a little over ten a year. 

As a result of the scantiness of material, our conclusions 
must be general and rather indefinite. 

1st.—The lesion is more serious than renal colic, and the 
mortality is higher. 

2d.—The mortality is not influenced by age. 

3d.—A careful study of Tables III., IV., and V. shows that 
the effect of the impairment disappears in a certain number of 
years, about ten. 

4th.—Prior to about ten years after the attack, the mortality 
is high and it is not now apparent how any methods of diagnosis 
will materially modify this result. 


DISCUSSION. 


Dr. Thorburn who was to lead the discussion was not present. 

Dr. Rogers—This paper has given me as much pleasure as any 
I have heard read before this Association since I have been a 
member of it, not only on account of the value of the work itself, 
but also on account of the manner in which the work was done. 
It seems to me it comes very near being what the Association 
should use as a model in the work of the same sort hereafter. 
It is approached from the proper point of view and is controlled 
as I said awhile ago by a proper use of death losses. I had 
hoped and expected, when Dr. Symonds spoke to me about dis- 
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cussing this paper, that I would be able to present facts pre- 
pared in a similar way. We had them worked out in a similar 
way and used them as standards in the New York Life and 
they arrive at very much the same conclusions as Dr. 
Symonds’s, but when I looked for them I found they had 
been lost. I am searching to find them so as to get them to- 
gether in exactly the form and give them in conjunction with 
Dr. Symonds’s facts so as to strengthen the material furnished 
by him. Am only able to give you aggregate results for Table 
IV. Dr. Symonds says ‘‘one which increases with lapse of 
time,’’and in looking over some of my own work on the sub- 
ject, I found a paragraph discussing the absurdly small number 
of rejected lives which I have studied and which I have used 
in my report; a paragraph which is a practical paraphrase 
of what Dr. Symonds has said, and I arrive also at the conclu- 
sion that renal colic is an impairment in which the hazard in- 
creases with each year of age, other things being equal. In 
another place Dr. Symonds speaks of renal colic as his first con- 
clusion is that the impairment becomes more pernicious and 
that it is due to lesions left in kidneys and arteries. With his 
sixth conclusion, that overweight and renal colic is very serious, 
I cordially agree . I found in the entire class of renal colic I 
have based my conclusion on 1400 cases and arrived at a mor- 
tality of 116%. I was somewhat impressed with the high 
mortality I got in the period between the ages of 25 and 39, 
which means that the age when it becomes a serious matter may 
possibly be a little earlier than Dr. Symonds suggests, but I 
expect to develop that if I can find the papers. 

On 989 cases of renal colic on which I have acted, there are 
62 deaths against 52 expected, with the mortality quite as high 
in the second and third aged groups as in the last. In addition 
to those cases I was able to find 471 cases of renal colic in our 
substandard class up to June, 1903. Of those 471 cases, we 
expected by the substandard table a mortality of 7.7. We 
actually sustained a mortality of 15. But very many of those 
cases were insured very soon after the attack of colic. We 
have been a sort of Botany Bay for those cases and we have 
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been getting a pretty large number of them; the mortality is 
higher than it ought to be. 

In regard to hepatic colic, we arrived at exactly the same 
conclusion as Dr. Symonds, that the hazard is a decreasing one. 
The higher mortality occurs among cases taken earliest after 
the attack. Of the total of hepatic colics we had 1116 cases, 
67 actual deaths and 59.6 expected, mortality 110%. In our 
substandard business the hepatic colic has shown up decidedly 
better than the renal colic. I consider it a much less serious 
impairment. I hope also to be able to add the results of our 
Company to Dr. Symonds’s, and so make an amount of material 
which will be of considerable value to the Association. 

Dr. Dwight—Dr. Symonds suggested that I say something, 
but I have not prepared any paper. It may be of some interest 
to know the results of our investigations because they agree 
so exactly with statements we have heard here to-day. I have 
here the result of our examination of these two subjects, and 
I would state that our Company has always been very careful 
in selecting these risks. 

The average mortality is somewhat better than our general 
mortality. That is, at forty the mortality crosses our aver- 
age mortality and is approximately the same up to sixty; 
after that it is materially above, so that it advances to a mor- 
tality of 100.2. We certainly have no trouble however in 
early life. Our history of passage of gravel or stone is still 
much better in early life and averages below the normal up to 
45 or 50. After that it goes up, the whole average being some- 
what below normal. Hepatic colic is selected with such great 
care that the deaths amount to practically nothing. Even in 
small classes we agree with the Mutual Life and the New York 
Life with their larger groups. Our results were measured by 
the American Table. 

Dr. Porter—I was particularly interested in this subject and 
only wish it might have been carried further, including the facts 
with regard to operative cases. I trust the coming year we may 
have a paper from some one dealing with this phase of both hepatic 
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and renal colic. The point of interest is the possibility which 
we now have, as a result of this study, to take our cases of renal 
colic within a shorter period after the attack. On the other 
hand, with hepatic colic we hardly feel warranted in taking the 
cases as early as heretofore. There is the greatest necessity for 
more careful urinary examination in cases of renal colic. It 
is probably in the cases recorded of renal colic that microscopical 
examination was seldom made. I believe in the future it should 
be an invariable rule that a microscopical examination should 
be made by a home office representative. It is a most inter- 
esting subject and Dr. Symonds is to be congratulated upon 
the masterly way in which he has presented it. 

Dr. Symonds—In closing the discussion, I don’t think there 
is anything to say, but I desire to thank the gentlemen for their 
complementary further remarks and active participation in the 
discussion. 


There being no further business, a motion to ad- 
journ was duly made and seconded. 
Carried. 


SECOND DAY. 


President Oscar H. Rogers in the chair. Roll- 
call showed the presence of a quorum. 

The chair appointed Drs. Wood and Root to 
act as tellers and ballots for the election of officers 
for the ensuing year were distributed. 

President Rogers then introduced Mr. Arthur 
Hunter, Actuary of the New York Life Insurance 
Company, as follows: 


I think we are peculiarly fortunate this morning in being 
able to hear a paper from a gentleman who, if any one in the 
world can do so, speaks ex cathedra on the subject of selec- 
tion. The value of our investigation is very much increased 
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by papers of this sort, and I am sure you will all be very glad 
to listen to Mr. Arthur Hunter of the New York Life Insurance 


Company. 
Mr. Hunter read the following paper: 


SELF-SELECTION—ITS EFFECT ON THE MORTALITY 
EXPERIENCED BY INSURANCE COMPANIES. 


By ArtTHuR Hunter, F.A.S., F.F.A., 
Actuary of the New York Life Insurance Company. 


Among the factors which affect the character of the mor- 
tality experienced by life-insurance companies, the most 
prominent are—ist, the medical selection, and, 2d, the 
self-selection of the applicant. The first of these is the 
subject of your constant attention; but in the course of your 
routine work the second probably occupies a subordinate 
place in your minds, so that it is not given the weight in many 
instances that it deserves. It is safe to say that the strength 
of selection has been underestimated in the past, both by 
Medical Directors and by Actuaries, as it has been proved 
that self-selection under certain conditions is more potent 
than medical selection. I have therefore chosen self-selection 
as the subject of my paper, and shall attempt to show how 
potent it is in its influence on mortality. 

Self-selection may be classified in the following principal 
groups: 

1. That exercised by annuitants. 

2. That exercised by elderly applicants for insurance. 

3. That exercised by those who prefer high-priced in- 
surance, such as Endowment insurance. 

4. That exercised by those who desire the lowest-priced 
insurance, such as Term insurance. 

5. That exercised by those who take large amounts of 
insurance. 

6. That exercised in connection with the options at the 
termination or maturity of the policy. 
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In addition to the foregoing, there is the selection exer- 
cised by the applicants for life insurance as a whole, which 
is counteracted, neutralized, and controlled by the medical 
examination. 


SELF-SELECTION EXERCISED BY ANNUITANTS. 


When annuities were first granted it was believed that 
the mortality on insured lives and on annuitants would be 
the same, and, accordingly, the table of mortality used as the 
basis for the calculation of premiums was also employed 
in determining the charge for annuities. In the beginning 
of the nineteenth century the British Government sold 
annuities as a means of raising money, but they lost many 
millions of dollars because the purchase price of the annuities 
was based on a faulty mortality table, deduced from popula- 
tion statistics, which was also used with great profit for 
insurances. The experience of the British Government with 
annuities, as published in 1827, showed clearly for the first 
time that the mortality among annuitants was much lighter 
than the general population. With our present knowledge 
on the subject of selection we can easily see how this result 
might have been predicted; but at that time, in the infancy 
of actuarial science, this knowledge had to be reached through 
costly experience, instead of by logical deduction from a 
knowledge of the motives which actuate people to risk their 
capital on the hazard of their own longevity. 

Besides this low mortality of annuitants as a class, there 
has come to be recognized within the last twenty-five years 
still another element of self-selection operating among an- 
nuitants—I refer to that element which is analogous to the 
low mortality in the early policy years of life insurance 
contracts. The experience among annuitants of the British 
companies, published in 1899, shows conclusively that the 
mortality among annuitants in the early years of the annuity 
is much lower proportionately than in the later years. As- 
suming that the ultimate rate of mortality—the rate which 
prevails after the effect of medical selection has passed off— 
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is 100%, then the ratio of the mortality in the first five years 
to the corresponding ultimate rate would approximately be: 


Annuity Year Male Female 
I 55% 43% 
2 68 62 
3 81 79 
4 92 gt 
5 98 98 


Thus a group of men who had purchased annuities at age 
sixty would show in the first annuity year a mortality of less 
than 60% of that experienced in the sixth annuity year by 
another group of individuals who took their annuities five 
years earlier at age fifty-five, and were accordingly of the 
same attained age. 

The above table shows also that the selection exercised 
by the women is more potent than that exercised by the 
men in the early annuity years, bearing in mind that the 
ultimate mortality is higher among the latter than among 
the former. 

Another interesting fact regarding self-selection among 
annuitants is that it differs considerably in degree in different 
countries. The most intense selection by annuitants known 
to me is that shown in this country. The study of the sta- 
tistics on annuitants resident in the United States and Canada, 
compiled by me in 1905 from the data of all companies 
granting annuities in these countries, shows a mortality fully 
15% lower than exhibited under like conditions in Britain. 
In the discussion of my paper on that subject, read before the 
Actuarial Society, Mr. Henderson of the Equitable Life stated 
that, measured by the same standard, the mortality ex- 
perienced by his company among annuitants showed a ratio 
of actual to expected deaths of approximately 80% in the 
United States and Canada, 100% in Britain, and 120% in 
France. The very low mortality experienced among an- 
nuitants in the United States and Canada is probably mainly 
due to the conditions as to purchase of annuities, which are 
different from those in Britain and France. In the latter 
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countries annuities are frequently purchased on the lives 
of persons who are not in first-class health, in order to prevent 
them from squandering the principal, and also in connection 
with entailed estates. An annuity experience based upon 
such conditions does not show the full effect of selection 
which would result if all or nearly all the annuitants de- 
termined for themselves, according to the condition of their 
health, whether or not it would be advantageous for them 
to purchase annuities out of their own funds. 

Still another phase of the effect of self-selection under 
annuities is that the period of selection lasts longer at the 
older ages of entry than under life-insurance policies. The 
general statement that the potency of self-selection by 
annuitants is greater than medical selection under life 
insurance may not be strictly true at the young and 
middle ages, but it is certainly true at the older ages of 
entry. 


SELF-SELECTION EXERCISED BY ELDERLY APPLICANTS FOR 
INSURANCE. 


In his excellent paper read last year before this Society, 
Dr. Fiske discussed at length the mortality at old ages at 
entry. From the material brought together in that paper, 
the following table has been prepared, in which the data are 
confined in all cases to the experience by amounts insured: 


ELDERLY APPLICANTS 





; Ratio of Actual to Ex- 
Name of Company Period Covered Ages at pected Death Losses 
by Investigation Entry by American Table 
of Mortality 





Mutual Benefit 1877-1907 60-70 90% 
Equitable Life 1869-1895 61-70 : QI 

New York Life 1872-1904 60 and over 105 
Northwestern 1858-1899 61-65 97 (Approx.) 
Northwestern 1875-1889 61-65 106 s 


Metropolitan 1866-1907 60 and over 88 
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In all these companies great care was exercised in selecting 
risks at the advanced ages. The high mortality among the 
old entrants in the Northwestern is particularly noticeable 
on account of the low rate of the general mortality of that 
company, the ratio of actual to expected deaths for the last 
five years having been but 63%. While the experience of the 
Metropolitan appears to be the most favorable of the five 
companies referred to, this is partly due to the large amount 
of insurance which has recently been accepted in that com- 
pany. If the first three policy years of its experience are 
eliminated, the ratio of actual to expected deaths is greater 
than 100% of the American Table. 

So far as the effect of medical selection is concerned, the 
ratio of actual to expected deaths by the American Table 
for the first five policy years was 91%, 114%, and 115% 
(approximately) in the case of the Equitable, New York 
Life, and Northwestern, respectively. As already mentioned, 
the rate of mortality in the case of the Metropolitan exceeded 
the American after the third year; while the Mutual Benefit’s 
experience was 83% of the American in the second year, 
although it decreased somewhat in the third year, but in- 
creased in the fourth and fifth years to 88% of that 
table. 

When we consider that the premium for the Ordinary Life 
policy at age sixty is about $75 per $1000, and at age sixty- 
five about $100 per $1000, it may be safely inferred that 
those who have most faith in their longevity are not likely 
to take insurance unless the motives be very strong, while 
those who are afraid that their span of life is likely to be short 
are apt to make every effort to get additional insurance. 
Following this argument, the New York Life took excep- 
tional care in its selection of applicants above age sixty, but, 
notwithstanding such care, the mortality was relatively 
high. 

In view of these facts, it seems reasonably certain that the 
self-selection of applicants at the old ages at entry outweighs 
the effect of medical selection. 
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SELF-SELECTION EXERCISED BY THOSE WHO PREFER HIGH- 
PRICED INSURANCE, ALSO BY THOSE WHO SEEK LOW- 
PRICED INSURANCE. 


While it is a matter of universal knowledge among medical 
directors and actuaries that there is a selection in favor of 
the company by applicants who desire high-priced policies, 
it is not so generally known that the experience of companies 
under low-priced policies does not always indicate a selection 
against the companies. With regard to the former, the 
Connecticut Mutual Life Insurance Company reported in 
1883 that the ratio of actual to expected deaths by the 
American Table was 61% for Endowment insurance, and 
87% for Life policies. The experience of the Provident Life 
and Trust, which has for many years been less than 60% of 
the American Table, is largely due to the greater part of their 
business being on the Endowment plans. The classic example 
of the effect of self-selection under various forms of policies 
is seen in the combined experience of the English and Scottish 
insurance companies for the years 1863 to 1893 inclusive. 
If 100 represents the average experience on all plans of 
insurance of the companies combined, then the following 
would represent the relationship of the several forms of 
policy: 


Term Insurance 

Whole Life Non-Participating 
Whole Life Participating 
Endowment Insurance 

Limited Payment Life Insurance 


These relative values should not be accepted as indicating 
the effect on mortality of the choice by applicants of the 
various plans of insurance, because there are in Britain special 
conditions which modified the self-selection. The high mor- 
tality, for example, among Non-Participating Whole Life poli- 
cies in that country is partly due to the custom of making 
loans to impecunious scions of aristocratic houses on their 
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expectations, such loans being protected by insurance policies 
as collateral security. They indicate, however, that the self- 
selection exercised by the applicants under Limited Payment 
Life and Endowment insurances was of great value to the 
companies. 

The effect of self-selection on the first year’s mortality in 
British companies has been pointed out by Mr. Moir in a 
paper delivered before the Faculty of Actuaries in Scotland 
in 1902. The following is a synopsis of one of his tables: 


FIRST YEAR’S MORTALITY IN BRITISH COMPANIES. 
(1863-1893.) 
DeatH RATE PER THOUSAND. 





Endowment Whole Life 


Age Limited Payment 
Life Insurance Participating 


| 
| 
2s i 





40 
55 











It is not my intention to discuss the low mortality ex- 
hibited above, but merely to show that the relative mortality 
between the various plans of insurance is operative in the 
first year, as well as throughout the life of the policy. I ques- 
tion whether the mortality in this country would be lower 
on Limited Payment Life policies than on Endowment in- 
surances; but it might be in companies which have made a 
practice of refusing to accept an impaired risk on the Whole 
Life or Limited Payment plans, but granting him an Endow- 
ment insurance. 

There have been no published experiences in this country 
with which the British experience may be compared, but the 
various discussions at the meetings of the Actuarial Society 
indicate that the same general trend holds good in this coun- 
try, though not to the same extent and not on exactly 
similar lines. For example, the mortality on Term in- 
surance has been high in some companies, and comparatively 
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low in others, due partly to care in medical selection, partly 
to the class of risks canvassed, and partly to the terms of 
the contract, whether Non-Participating, Annual Dividend, 
or Deferred Dividend. It may be mentioned that the experi- 
ence of the Connecticut Mutual from 1846 to 1878 was very 
unfavorable, being 175% of the American Table of Mortality 
for Term insurance, as against 84% for Life and Endowment 
insurances. There were, however, conditions in the early 
days of insurance which we do not now have to meet, which 
partly account for the high mortality among Term policies. 
Turning to more modern statistics, we find that the experi- 
ence of the Phoenix Mutual from 1896 to 1906 on Non- 
Renewable Term policies was more favorable than on its 
Ordinary Life policies. 

Let me add that the Actuarial Society of America have 
considered the advisability of preparing an investigation into 
the mortality on Term insurances. It was, however, de- 
cided at the fall meeting of the Society to drop the matter 
for the present, because the conditions under which Term busi- 
ness was accepted were so different in the various companies 
and because the data in most instances were small. It is 
probable, however, that the experience of several companies 
will be published in the near future. It may be stated in 
connection with the mortality on Term insurance that a 
higher mortality may be expected than under Ordinary Life 
policies, as a lower mortality has been experienced on Endow- 
ment insurance than on Ordinary Life policies. It is possible, 
however, to neutralize the effect of self-selection under Term 
policies by very careful selection at the Home Office. 

Taken on the whole, the lesson to be drawn from these 
facts is, that applicants for low-priced policies should be 
scrutinized with greater care than those for Limited Payment 
or Endowment plans; but the deduction should not be drawn 
therefrom that people who are somewhat under-average lives 
and who apply for Term or Ordinary Life insurance may 
be granted policies on the Endowment plans on the pre- 
sumption that self-selection may be depended on to counter- 
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act the unfavorable conditions. The practice has been quite 
common among the American companies to refuse Ordinary 
Life policies to border-line or slightly impaired risks, and to 
grant them Endowment insurances. In such cases the com- 
panies do not get the advantage of self-selection as was clearly 
shown in the Specialized Mortality Experience of the Actuarial 
Society, which proved that the mortality on applicants who 
had been refused the form of policy for which they applied 
and had been granted some other form—Endowment or short- 
term Limited Payment Life contracts—was about 114% of 
the tabular mortality. 


SELECTION EXERCISED BY THOSE WHO TAKE LARGE AMOUNTS 
OF INSURANCE, 


It is generally recognized that selection is exercised against 
the companies by people who take large amounts of insur- 
ance. This is especially true of applicants who have not 
hitherto carried a reasonable amount of insurance. In 
the Specialized Investigation of the Actuarial Society, a 
ratio of 110% of the general mortality rate was found among 
the insured who took $20,000 or over on the same application. 
Practically every experience of individual companies pub- 
lished in this country shows that the mortality is higher by 
amounts than by lives, which is equivalent to saying that 
the mortality on large-sized policies is heavier than on the 
moderate-sized contracts. The reverse of that is true in 
Britain and in Germany so far as can be determined by 
published statistics, but that is no doubt due to the different 
economic conditions. There are also one or two large-sized 
companies in this country who have had a good experience 
on their largest-sized policies, but that is doubtless due to 
the maximum limit on a single life being very low. 

Whatever the experience of the individual company or the 
aggregate companies has been, the tendency of men is to 
over-insure if they are doubtful of their longevity, and con- 
sequently the Medical Director should see that there is a 
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proper relation between the applicant’s income and the 
amount of his insurance. 


SELECTION EXERCISED IN CONNECTION WITH THE OPTIONS AT 
TERMINATION OR MATURITY OF THE POLICY. 


It was believed at one time by practically all insurance 
men that when an applicant had a right to take either paid- 
up insurance or extended insurance he would select against 
the company, so that the mortality under Term Extension 
would be much heavier than under fractional paid-up policies. 
The opinion was also held that the mortality on the latter 
would be heavier than on premium-paying policies. The 
data covering the fractional paid-up policies, however, 
indicate that the mortality differs very slightly, if any, from 
the mortality among those who continue their policies by 
payment of premiums. 

With regard to the mortality under Extended insurance, 
the action of the first prominent Company to adopt that 
feature in this country indicates that a selection against the 
Company was anticipated, as they provided for a deduction 
from the amount of the policy of the overdue premiums in 
event of the death of the insured during the first three years 
of the period of extension, but not for any deduction on ac- 
count of aloan. In 1895, when the Company commenced to 
grant loan values as large as the cash-surrender value, the 
period during which the overdue premiums were deductible 
was reduced from three years to one year, while at the same 
time the policies provided for a deduction of a sum equal to 
the indebtedness at time of lapse if death occurred within one 
year. In 1907 the Company abandoned the provision for 
deducting overdue premiums or indebtedness if death oc- 
curred during the first year, because of the laws passed in 
several States. That Company, however, reduced the period 
during which the overdue premiums would be deducted to 
one year, and in 1908 ceased to make any deduction on 
account of overdue premiums. Such action indicated that 
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the mortality experienced by that Company on Extended 
insurance did not show any anti-selection. The legislators 
of these States evidently assumed that the mortality ex- 
perience under Extended insurance would be as favorable 
as under paid-up policies, because they passed laws requiring 
the Cash, Paid-up and Extended insurance options to be of 
equal value. Under the option of Extended insurance, 
therefore the companies operating in these States could not 
provide against anti-selection by giving a smaller equivalent 
in Extended insurance than under fractional paid-up policies. 
That such a point of view is incorrect was proved by 
the experience of the Mutual Benefit Life Insurance Com- 
pany, which was published by Mr. Rhodes in a very 
interesting paper read before the Actuarial Society of 
America. He shows that the mortality under Extended 
insurance was distinctly greater than under the premium- 
paying policies; or, to put it in his own language, “‘ With the 
wearing off of the effect of medical selection the mortal- 
ity under Extended insurance becomes increasingly greater 
than under the Company’s general experience.” He comes 
to the conclusion that there is undoubtedly an adverse selec- 
tion on the part of the insured who take Extended insurance. 
His conclusion is based not only on a study of the relative 
mortality, but also on an analysis of the claim papers in 
connection with the policy-holders who died during the first 
year of Extended insurance. In about 35% of the cases 
there was evidence to show that the insured was fully aware 
of the precarious state of his health, and that, knowing his 
condition, he desired the insurance to be extended. Mr. 
Rhodes also points out as an evidence of selection against 
the company that there had been proportionately five times 
as many cases of suicide under Extended insurance as there 
had been in the Company’s general business excluding 
Extended insurance, and that nearly 25% of the deaths 
from suicide occurred within less than one year from the date 
of expiry of the Term Extension. 

The showing of the Mutual Benefit is rather surprising, 
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because we see in daily practice many cases where the in- 
sured knows he is in a poor state of health, but who still hopes 
to recover and is accordingly unwilling to accept Extended 
insurance. My experience has been that comparatively few 
sick men. have so completely abandoned all hope or expec- 
tation of recovery as to take the risk of living beyond the 
period of Term Extension and of being left without the pro- 
tection of insurance. It is generally believed, also, that few 
of the policy-holders have enough knowledge of insurance to 
enable them to select against the company. The Mutual 
Benefit figures prove that there is a distinct anti-selection, 
but not of sufficient intensity to change the practice of most 
of the companies regarding Extended insurance. The most 
of the companies are fairly well protected from the effect of 
self-selection, as the Extended insurance is non-participating, 
and as there is usually a surrender charge against the reserve 
on the policy. 

A form of supposed selection is that in which the insured 
takes the cash value rather than the Term Extension or the 
Paid-up insurance. The popular belief among actuaries at 
one time was that only first-class lives would so surrender 
their contracts. Many attempts have been made to de- 
termine the mortality among those who surrender their 
contracts for cash, but while no conclusive statistics have 
yet been published, the indications are that there is no marked 
anti-selection. From the fact that the mortality among those 
who remain insured continues low, it seems probable that 
the group made up of those who surrender their policies for 
cash is not much, if any, above the average in point of lon- 
gevity, and that the financial condition of the policy-holder 
has been the controlling influence in the transaction. 


DISCUSSION. 


Dr. Van Wagenen—Mr. Fresident and Gentlemen: I was 
asked to discuss this very interesting paper of Dr. Hunter’s 
at the last moment. Dr. Burrage was to act as speaker on 
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this occasion but was unable to be present, and I was not 
aware that I had been expected to open the discussion until 
a late date. I have no statistics therefore, and will speak 
in a general way. 

Taking it for granted that Mr. Hunter’s point is proven, 
that there is a positive and well-defined natural selection 
against the company, what interests us is the cause of this, 
and we do not have to look very far for it. Human nature is 
the same to-day, yesterday, and forever. I don’t suppose 
there is one of us who would acknowledge that he paid one 
thousand dollars for something worth only five hundred. 
We would not pay one thousand dollars if we could have it 
for five hundred. This is not selfish, it is simply self- 
protection. We must expect every man to do the best he 
can for himself and his family. We look for it. We take it 
for granted that men who expect to die early will not apply 
for an annuity. 

The second point is elderly applicants. Dr. Fiske’s paper 
proved that old men do make a selection against the com- 
pany. That older applicants (men who have reached the 
age of sixty or beyond) are good risks was a fallacy due to our 
earlier statistics. Our first ten years compiled by Mr. Miller 
were so favorable that we took these risks without discrimina- 
tion. Mr. Rhodes has since that carried our statistics down 
to recent years and finds that since that first ten years there 
has been a steady increase in our losses on old men, and to- 
day our Executive Committee go over every case past sixty 
after it has been approved by the Medical Board, to investi- 
gate moral hazard, financial situation, etc. As I could not get 
back to our office before coming here, I cannot give the actual 
figures; but, as I remember, the death rate was fully fifty per 
cent. more on the last than on the first ten years investigated. 

I asked Mr. Rhodes if the mortality tables were wrong, or 
if the premiums were not high enough. He thought it was 
not due to the fact that either the tables or premiums were 
wrong, but as men became older they became shrewder, 
and selected in their own favor adversely to the company. 
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As a man becomes older, he will not give you information as 
to his feelings, or the indications to himself, of an early death; 
and those feelings and symptoms not covered by questions 
in the application will not be reported. I think, too, we all 
recognize that diseases of younger life are more easily 
recognized than those of later years. For instance con- 
sumption is more easily detected than Bright’s disease, scle- 
rosis, or a threatened apoplexy. 

The favorable selection on high-priced insurance, endow- 
ments, etc., is natural. I put the question to myself in this 
way: “Most of your insurance is endowment. Why did 
you take this form of insurance?” “I come from a very 
long-lived family on both sides and, while I am so thin that 
Dr. Marsh’s statistics should make me feel my life is to be a 
short one, yet I do feel I am going to live; therefore, I take 
endowments.’’ The mortality on large amounts greatly sur- 
prised me when the statistics of the Actuarial Society were 
published. Our Company has never reinsured any of its 
risks. When the question of raising our limit to $100,000 was 
considered, I spoke to Mr. Weeks and he said his Company’s 
large insurance had proven very satisfactory; so I was sur- 
prised when, in the united experience of all the companies, 
policies of $20,000 or over give a larger mortality than those 
of smaller amounts. I suppose the real explanation is that 
men who can take large amounts of insurance are as a class 
high livers, and can indulge themselves in ways poorer men 
cannot afford. Within the last five or six years, the average 
amount of our policies has largely increased. Ten or fifteen 
years ago our limit was $25,000. Now I sit down at my desk 
and find policies for thirty, forty, or fifty thousand dollars. 
In these men it is common to find gout, rheumatism, al- 
buminuria, glycosuria, etc., the signs of diseases which come 
from hearty living and not too hard work. 

In the matter of Extended insurance, oir Company, the 
Mutual Benefit, has had a large experience. Mr..Rhodes’s 
paper on that subject gives a clear idea of that experience 
and I quote as follows: 
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“Owing to recent legislative enactments and other causes, 
the practice of granting Extended insurance in case of lapsed 
policies, either automatically or as an option, has recently 
become very general. The general Non-forfeiture system of 
the Mutual Benefit Life Insurance Company, adopted in 
1879, provided that in event of default in premium payments 
after two years’ premiums had been paid the insurance would 
be extended as Term insurance for the full amount of the 
original policy, without any action by the owner thereof. 
The full American Experience four per cent. reserve, less 
any outstanding indebtedness, was to be used as a single 
premium for Term insurance under a table of rates based 
upon the American Experience Table of Mortality and 
4% interest, with a loading of twenty per cent. of the 
net premium, except for ages under thirty-five, where 
the loading was somewhat less than twenty per cent. In 
event of death during the first three years of the period of 
Extended insurance the overdue premiums were deducted 
from the amount insured. The original Non-forfeiture system 
also provided that proofs of loss must be filed within one 
year after the death of the insured. This last provision, 
however, was found to be of no practical value and was never 
enforced, very few cases having arisen where it would have 
been of any effect. 

“In 1895, the Company began the practice of making policy 
loans up to the limit secured by the cash surrender value. 
Loans up to that time had been limited to one half of the 
policy reserve. At the same time the non-forfeiture pro- 
visions were changed so as to provide that if death should 
occur during the first year of Extended insurance there would 
be deducted from the amount insured the overdue premiums 
together with a sum equal to the indebtedness outstanding 
at time of lapse. Such a provision was not necessary when 
the indebtedness did not exceed one half the policy reserve; 
but when the Company’s practice in regard to policy loans 
was made more liberal it became necessary to protect the 
Company against a moribund policy-holder who, knowing 
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that he had only a short time to live, could procure a policy 
loan, leaving only sufficient value to extend his insurance 
through his probable lifetime. It is clear that, without a pro- 
vision for the deduction of the indebtedness, such a 
policy-holder might be said to ‘eat his cake and have 
it, too.’ If there was an indebtedness, the amount to 
be applied to the purchase of extended insurance was 
equal to the American Experience 4% reserve reduced 
in the ratio of the indebtedness to the cash surrender 
value. 

‘In 1900, the Company changed its reserve basis to 3%, 
and at the same time adopted new non-forfeiture provisions 
applicable only to the policies thereafter issued, under which 
the cash surrender value, less any outstanding indebtedness, 
was to be applied to the purchase of extended insurance 
at net rates based upon the American Experience Table of 
Mortality and 3% interest. The cash surrender value was 
in all cases equal to the American Experience 3% reserve, 
less a surrender charge of one per cent. of the amount insured. 
The provision for the deduction of the overdue premium and 
a sum equal to the outstanding indebtedness at time of 
lapse, if death occurred during the first year of the extended 
insurance, was retained. 

“The original’ Non-forfeiture system of 1879 was made 
applicable to all outstanding policies as well as to policies 
thereafter issued. At the end of the year 1879 there were 
28,819 premium-paying Life and Endowment policies in 
force, insuring $97,436,037, to which the automatic extended 
insurance provision had become applicable. On December 
31, 1906, there were 162,077 premium-paying Life and Endow- 
ment policies in force, insuring $383,497,544. It is un- 
doubtedly true that no other company may be said to have 
had as much experience in the matter of extended insurance 
as the Mutual Benefit. The policies actually extended have 
been sufficiently numerous to give the requisite data for a 
mortality investigation, and the results of such an investiga- 
tion are presented herewith with the hope that they will prove 
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sufficiently valuable to justify the time and labor which have 
been spent.” 

That will give you some idea of the scope of Mr. Rhodes’s 
paper. He proves very conclusively that there is an adverse 
selection in this Extended insurance against the company. 
The losses on this Extended insurance were carefully analyzed. 
We concluded that no man anticipated his death more than 
a year, and we divided the losses which occurred within that 
one year into classes, throwing out all where it would be 
utterly impossible for the man to gauge his death. We 
investigated consumption, cancer, heart disease, Bright’s dis- 
ease, apoplexy, diabetes, suicide, and alcoholism separately— 
all others were unclassified. The former we supposed would 
be most likely to give us the information wanted. 

We divided all by ages, into decades, but there does not 
seem to be very much of interest in the matter of ages. Per- 
haps, if we average the whole, the elderly men have been 
shrewder in anticipating their death than the younger. Out 
of twenty-five tubercular deaths, nineteen had ample chance 
and probably did anticipate their deaths. We read over 
the loss papers and applications and carefully noted every 
fact that could bear in any way on a decision as to whether 
the man could have made up his mind that he would live 
the year. Nineteen of these tubercular cases could probably 
have decided they could not live. 

In cancer eleven had time to decide in their own favor 
against the company, and two not. 

In Bright’s disease eleven had a chance to decide and to 
let their insurance run on extension, saving their premiums. 
Seven had not. 

In apoplexy they were almost evenly divided, twenty-two 
yes, twenty-five no. (When a man had had one stroke and 
had symptoms of a second, we judged the amount of extension 
on his policy weighed with him.) 

Heart disease belongs to the same class—14 yes, ro no. 

Suicide is rather surprising—17 no, 5 yes; and this is 
contrary to the figures we have in all other suicide statistics. 
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We decided these cases thus: Suppose a man’s insurance 
was extended two years, it would not be necessary for him 
to commit suicide the first year. 

Dr. Rogers—You have twice as many suicides as ordinary. 

Dr. Van Wagenen—Of these seventeen committed suicide 
earlier than they needed to have done, five quite evidently 
with the idea of not outliving their extension. The conclusion 
arrived at I will give in Mr. Rhodes’s own words: 

“The insurance under many policies is extended by reason 
of carelessness or financial inability on the part of the policy- 
holder. In some cases extended insurance may have been 
in force at the death of the insured and the company not 
have been informed of the death. This would apply more 
particularly to those early policies which contained no non- 
forfeiture provisions. If there be any such cases, the mortal- 
ity has been understated. 

“Two hundred and eighty-seven policy-holders died during 
the first year of extended insurance. The causes of death 
were as follows: 


Bright’s Disease 
Apoplexy, or Brain Disease 
Heart Disease 


“The loss papers in the above cases were carefully ex- 
amined in an effort to ascertain the proportion of cases in 
which it might be reasonable to assume that the insured 
was so far aware of his physical condition as to justify him 
in allowing his insurance to be extended. To illustrate: 
Mr. F. B. W. died of tuberculosis eight months after his 
policy had lapsed and the insurance been extended for five 
years and seventy-six days. The loss papers show that he was 
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aware of his condition when the policy lapsed, and the Com- 
pany’s correspondence shows that he desired the insurance 
extended. We are safe in assuming that in such a case the 
granting of extended insurance was a determining factor in 
the lapse of the policy. 

“The following tabulation shows the number of cases in 
which death occurred the first year and in which it is either 
certain or probable that at time of lapse the insured knew 
that he had only a short time to live and that the term of 
the extended insurance would cover his probable lifetime: 


Bright’s Disease 
Apoplexy, or Brain Disease 
Heart Disease 


‘On the other hand, the loss papers show that in many cases 
the insured were not in any physical condition at time of 
lapse to attend to business matters. It is, of course, in its 
application to such cases that the system of extended insur- 
ance finds its greatest justification.”’ 

You see that 95 out of 278 probably made a self-selection 
adverse to the company. 

The figures on alcoholism may interest you. Eight deaths 
were clearly due to it, and not one of those eight seems to 
have anticipated his death as far as his lapse of policy goes; 
and we know as medical practitioners that the average alcoholic 
neglects all business, although in many such cases it is prob- 
ably the friends who decided, and not the applicant himself. 
Not one of these eight cases shows that the man anticipated 
his death. 

Mr. Rhodes says of the suicides: 

“There have been 57 cases of suicide under extended 
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insurance. Of these, 13 have occurred within less than 
one year from the date of expiry; 8 between one and two 
years from the date of expiry; 9 between two years and 
three years; 7 between three years and four years; 3 between 
four years and five years; 3 between five years and six years; 
6 between six years and seven years; 2 between seven years 
and eight years; 4 between eight years and nine years; 1 
between nine years and ten years; and 1 between ten years 
and eleven years. There have been proportionately five 
times as many cases of suicide under Extended insurance 
as there have been in the Company’s general business (ex- 
cluding Extended insurance) since the adoption of the non- 
forfeiture system in 1879.” 

I simply want to add that many years ago in talking with 
Dr. Huntington about his foreign business IJ asked how he 
could detect the diseases, the little tricks, and white lies, 
etc., coming from Japan, China, and India. He said there 
were the same diseases, the same deceptions, the same tricks, 
the same wicked applicants and agents there as here. And 
after all it simply proves human nature is the same all over 
the world and will remain about the same for all time. 

Dr. Ray—The subject of Self-Selection is a most interesting 
one and the paper has been to me very instructive indeed, 
for I must confess that I have been among those who have 
looked upon Self-Selection as one of secondary importance. 
I shall hereafter consider it in the same class with Medical 
Selection and worthy of as great consideration. 

The greatest question to be answered as a result of this 
paper is this: Is Self-Selection stronger than Medical Selec- 
tion? The figures of my Company being based upon com- 
paratively recent business and upon a small number of cases 
are therefore inconclusive and it is impossible to give an 
absolute answer to the question, for some figures indicate 
that Self-Selection is stronger while others point in the opposite 
direction. 

In the paper it would have been of great interest had there 
been a separate class made of female risks, for in this class 
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there is anticipated a large element of speculative insurance 
or of Self-Selection. 

Our figures rather strongly bear out the statements made 
in reference to annuitants, the experience being very un- 
favorable; the statistics quoted in this class showing the 
poorer results from female annuitants strongly confirm the 
most excellent paper of Dr. Thorburn on Female Lives, 
which was read before this Society a few years ago. 

In our Company the experience upon elderly applicants 
has been fairly favorable, this, as the result of a very careful 
medical selection and with great attention to the element 
of Self-Selection. Those applicants taken at ages 60 and 
over were more favorable than those taken at the earlier 
ages with attained age of 60 and over. 

Relative to high-priced versus low-priced insurance, our 
Company for a short time did both participating and non- 
participating business. The participating business was very 
recent and small in amount. Making allowance for these 
two factors, the figures would seem to show that we may 
expect a mortality on the non-participating business greater 
than that obtained on the participating business. It has 
generally been supposed that the element of Self-Selection 
in non-participating business is greater than that in par- 
ticipating, and our figures seem to indicate that this is the 
case, for when doing both non-participating and participating 
business we closely scrutinized the applications for non- 
participating insurance, paying the very greatest attention 
to Medical Selection and any elements of speculation. Medical 
Selection was, in my opinion, more severe than the selection 
upon participating business and yet the mortality is more 
favorable on participating business than on non-participating. 
It is certain that we must exercise a more rigid selection on 
non-participating than on participating business in order to 
obtain as favorable mortality results. Estimating such 
results on the basis of applications carrying equal premiums, 
there should be no material difference between mortality on 
participating and non-participating policies. 
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If we were to give to our Ordinary Life mortality the 
figures 100%, we find that the mortality on Limited Pay- 
ment forms is from 25 to 30 points lower, Endowments one 
or two points better than Limited Payment. The interesting 
feature is that on Term Insurance we have a mortality of 
about one half that found on Ordinary Life. The figures, 
as you see, are entirely opposed to those to be expected on 
Term Insurance and would seem to indicate that Medical 
Selection is stronger than Self-Selection when Medical Selec- 
tion is very closely watched. It istrue that our Term business 
is, comparatively speaking, small and recent, but in these 
cases Medical Selection was maintained at a very high point 
and if there were any questionable elements the risks were 
written on other than Term forms. Our figures do not agree 
with the figures quoted in the paper nor with the experience 
obtained by most of the Companies. 

It has not been the custom of this Company within the past 
five or six years to attempt to cover the impaired cases by 
issuing Endowment Insurance, and it appears that the 
mortality on Endowments is better by reason of that fact. 
The statement is made in the article that on large policies 
Self-Selection is the great element and explains the higher 
mortality found on policies of larger size. I believe that you 
will all agree with me that in considering the case where the 
application is for $50,000 insurance, the Medical Director 
is greatly inclined to approve the policy if it can possibly 
be done,—the whole force behind him is for approval, the 
Agency Department of necessity strongly desires the larger 
policies to be approved, the local agent is most insistent 
and possibly his letters have some weight, at any rate they 
make an additional force to be counteracted. If we have 
this desire, is it not reasonable and indeed is it not a certainty 
that the local agent has exerted the greatest pressure upon 
the local examiner and if we are influenced, is it not natural 
that the local examiner should be influenced even more by 
the size of the policy and the pressure brought upon him: in 
other words, every factor which in the small policies is brought 
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to bear against the application is lessened in the larger policy 
and in many instances becomes a force in favor of approval 
rather than against. Is it not, therefore, reasonable to con- 
sider that lessened Medical Selection from decreased pre- 
cautions is fully as strong a factor as greater Self-Selection? 
While it is probably true that Self-Selection is more important 
in the larger policies, yet if Medical Selection were to be 
increased in proportion to the size of the policy, which should 
rightfully be the case, would not Self-Selection be entirely 
overcome. 

In our experience the increased mortality, which in most 
Companies is found on policies of $20,000 and over, was 
a short time since found on policies of $10,000 and over, but 
of late we find that the line of demarcation is on policies of 
$5000 and over, the difference in mortality results being 
comparatively large. 

Relative to the Selection on options of determination of 
maturity of policy, in our experience Paid-up Insurance is 
very close to the full tabular, the Extended Term is about 
the same, the mortality in both being greatly in excess of 
the premium-paying policies. The statement made by Mr. 
Hunter that recent legislation has tended to take away from 
the Company the opportunity for protecting itself against 
Self Selection in the Paid-up and Extended Term forms is 
rather strongly borne out by the experience of our Company. 
The same statement has been made in our office. 

In our experience Ordinary Life and Limited Payment 
Life forms have been about equally written in the North 
both as regards number and amount, but in the South the 
Ordinary Life form has been issued very much more fre- 
quently than Limited Payment, there being a very great 
lack of proportion between the two. If I remember rightly, 
more than 90% of the business written in the South was 
on the Ordinary Life form, Term Insurance not being written 
in that district, showing the selection upon the part of the 
applicant for the lowest-priced insurance written by the 
Company. I may add that Endowments were very few and 
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far between. In the North the difference between the mor- 
tality obtained on the Limited Payment forms was 25 to 
30 points more favorable than that on Ordinary Life, while 
in the South it was about 50 points. The difference of 20 
points between the two sections might be ascribed to the 
residence, the Medical Examiners, etc., but after a thorough 
investigation of all the claims from these two sections I do 
not believe that the difference in mortality can be explained 
by these factors. The figures taken together seem to indicate 
quite clearly that the element of self-selection was an 
important factor to be guarded against in this Southern 
business. 

The interesting phase of our experience has been the fact 
that, considering either the age at acceptance or the attained 
age, the mortality is very favorable indeed until the ages 
of 45 to 50 are reached. Beyond these ages we find an 
increased mortality out of proportion to the figures obtained 
on the younger ages, the mortality increase continuing until 
about age 60, when more favorable results are obtained. 

In attempting to explain the increase it will first be noted 
that the increase is found at those ages where large policies 
are placed. The cause of death in these cases is arterio- 
sclerosis, Bright’s disease, chronic heart disease, and other 
degenerative diseases. In a very able article presented by 
Dr. Symonds at this meeting it is distinctly shown that 
renal colic is not the acute affair of short duration which 
we have usually considered it, but was indeed a progressive 
and permanent lesion. Shall we not find when we have 
investigated the subject more closely that there are many 
other diseases which do not show all their bad effects im- 
mediately, but are progressive and permanent in so far as 
their ultimate and final outcome is concerned? In every 
respect some diseases, I believe we shall find, are cumulative. 
It is interesting when we consider that most of these diseases 
cause symptoms which are known to the applicant himself 
only, and which no Medical Examiner can bring out in his 
examination unless the applicant so desires, and these symp- 
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toms are present before organic changes are so decided that 
they can be detected by any Medical Examiner or by any 
medical technique at the present time. In other words, 
it being impossible for us to detect these changes by any 
instrument now devised, the applicant has it in his own power 
to exercise Self-Selection against the company and in our 
mortality it seems to me that we have a good instance of 
Self-Selection. 

It therefore becomes of primary importance to us to 
counteract Self-Selection at these ages. We can either do 
it by increasing the Medical Selection (but if this is done it 
must be done through improved medical technique, which 
seems impossible at the present time) or, as was discussed 
in this Society one year ago, there should be an increase in 
the premium at and after age 50 to compensate for the 
selection against the company. This leads us to the thought 
that possibly the table of expectation upon which we are 
at the present time basing our mortality rates is not to be 
accepted under the changed conditions brought about by 
reason of better sanitary conditions, but these conditions 
have been more than counteracted in the long run by reason 
of the increased activities of the modern life in the financial 
world. We know that we are living in a more strenuous 
age. Is not this strenuous age producing in middle life and 
after a mortality out of proportion to the mortality seen 
in years gone by? We know that more young lives are saved 
to the world by reason of better sanitary measures, but 
would it not be interesting to more closely investigate the 
question of mortality in the middle ages, and whether or 
not this increased mortality does not even more than offset 
the gain in the younger ages? It seems to me that it is a 
question well worthy of our closest attention and investigation. 
As a force to counteract Self-Selection it is of interest that 
in our Company in the last ten years the average age of the 
applicant has decreased four years. 

Mr. Hunter states that the Medical Director is too much 
inclined to look upon the risk as the individual, whereas 
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the Actuary looks too much upon the risk as one of a mass. 
Is it not better to look upon the risk in this manner? for 
balance is maintained only by having a force upon either 
side and by looking at the risk with the Medical Director 
upon one side and the Actuary upon the other. It impresses 
me that it is a benefit to the Company, for in that way the 
risk is looked at from both sides and a better result is obtained 
than if we were both to look at it from the same side, over- 
looking either factor. In order to properly maintain this 
balance it must be remembered that it will only be maintained 
by having between the Actuary and the Medical Director 
an understanding which is thorough and complete. If this 
understanding can be reached, and if the Medical Director 
continues to look at the risk as an individual and the Actuary 
as one of a mass, the very best results will be attained. 

Dr. Fiske—I listened to Mr. Hunter’s paper with deeper 
interest because I undertook a year ago to study Self-Selection, 
but found very little that was satisfying. Mr. Hunter, how- 
ever, has given us the facts on which we can base our mortal- 
ity investigation. Conscious Self-Selection should imply the 
particular choice of an individual, for a particular form of 
policy. 

There are other influences that are quite as important, 
for example, those selecting the larger and cheaper forms 
of policies due to improper form of life. The less frugal 
class are apt to be careless of living, and the mortality may 
be higher. 

My point is that there are other important influences at 
work which are not referred to in this paper. 

Dr. Willard—I would like to say that experience in large 
amounts shows the dividing line in the Actuaries’ tables to 
be $20,000, and mortality experienced in all having that 
amount or over is unfavorable. The important factor is 
the possibility of the individual being conscious of physical 
impairment and deeming insurance, therefore, a wise in- 
vestment on his part. But is there not another element 
which goes to make up high mortality among that class of 
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people? A man of middle life, who has been using his mental 
and physical powers up to this time, arrives at a time when 
he is at an apex and his way is then down hill. 

Many deaths may be accounted for in conscious adverse 
Self-Selection, by the fact that the man, after he has worked 
like a steam engine all his life, goes down a little bit faster 
because he has worked hard. 

Dr. Symonds—There was one point which struck me in 
Mr. Hunter’s paper, and that was an element which was 
in a sense an element of speculation on the part of the bene- 
ficiary. That is an element which exists with elderly insurers, 
those who take Term insurance, and those who take large 
insurance. It is a selection against a company, though not 
a Self-Selection. The paper is one of greatest interest and 
one highly appreciated. I move a vote of thanks to Mr. 
Hunter for his able paper. (Motion carried unanimously.) 

Mr. Hunter—I must say in the first place that I intended 
this paper to be suggestive. I wrote it from the common- 
sense standpoint and the actuary standpoint. I had hoped 
that the Medical Directors would discuss the reasons for 
the high mortality. I think the last point by Dr. Willard 
is very well taken indeed. In these classes you will often 
find the marks of suspicion in the beneficiary, some one who 
has no right to be beneficiary. Mr. Weeks had stated that 
the New York Life was satisfied in endowment policies; at 
the younger ages, large amounts were satisfactory, but it 
is true in recent years we have had a large mortality, and 
the mortality is larger, the larger the policies. Large policies 
after 45 or on the down grade are unfavorable. I would 
like to say that, while I have no figures to prove it, I am 
inclined to believe you can divide policies in three classes— 
where $5000 or less is involved, from $5000 to $25,000, 
and above $25,000. Mr. Miller of the Mutual Benefit took 
the people having ten to twenty-five thousand and the 
mortality was very good. I do not consider fifty thousand 
a large amount for the Mutual Benefit to carry. 

I believe certainly you will get a higher mortality on 
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large amounts. And when a man is carrying a large amount 
of insurance the chances for self-destruction when he gets in 
a tight place are greater, especially in Missouri, where sui- 
cide is not a bar to paying the insurance. In Russia there 
are few suicides, but the cases of heart disease are very 
numerous. The selection in the tropics lasts for a very 
much shorter period than in this country. Conscious Self- 
Selection is a subject to which I have given considerable 
thought. 

The great difficulty in determining what is conscious 
Self-Selection and what is not comes from the various ways 
of doing business. 

The percentage was very much the same on different 
kinds of policies if the agent would let a man have an En- 
dowment or Ordinary Life. The commission allowed, how- 
ever, under the present law is much lower on Endowment 
than on Ordinary Life. You must be careful to find out 
under what conditions the policy was written. You will 
get a better selection under limited payment forms than 
others. 

I think that answers all questions, and I thank you for 
the way you have received this paper. 

Dr. Rogers—Papers like Mr. Hunter’s are of enormous 
advantage to us; they distinctly raise the level of value of 
the work we do here, and I think if it is possible for us to 
find other experts of his kind on the other side of the field 
to do the same kindness in the years to come, we shall have 
them. We cannot have too much of the subject and we 
cannot work too close to the Actuary and I think the Actuary 
should get close to us. The two departments should work 
side by side and speak a common language. 


The next order of business being the deferred 
discussion of the report of the special committee 
appointed to formulate plans and arrange details 
for the study of impaired lives, a motion was made 
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and carried that the Association adopt the report 
as recommended by the Executive Committee. 
The four questions referred by the Executive Com- 
mittee to the Association for further consideration 
were then taken up. 

The President announced that the first question 
to be taken up referred to the class to be selected 
for investigation. 

It was then moved by Dr. Symonds, seconded, and 
carried that the retiring President be offered a vote 
of thanks for the able way in which he has presided 
over the meetings for the past two years and for 
the great value of the scientific work done during 
his administration. 

Upon the conclusion of the discussion, the tellers 
reported that the following officers were elected 
for the ensuing year: 


PRESIDENT 
T. H. WILLARD, M.D. 


VICE-PRESIDENT 
GEORGE WILKINS, M.D. 


SECOND VICE-PRESIDENT 
R. L. LOUNSBERRY, M.D. 


SECRETARY 
WM. E. PORTER, M.D. 


TREASURER 
A.S. KNIGHT, M.D. 





Election. of Officers 


EXECUTIVE COMMITTEE 
W. R. BROSS, M.D. 

O. H. ROGERS, M.D. 
E. K. ROOT, M.D. 


There being no further unfinished business the 
meeting adjourned sine die. 

The annual dinner was held in the evening at the 
University Club, Dr. Porter acting as chairman of 
the Dinner Committee. President Oscar H. Rogers 
presided and called upon the members, who in turn 
contributed to the general enjoyment of the even- 
ing. All pronounced the occasion an unqualified 
Success. 

The following members signified their intention of 
being present at the dinner. 


BrandrethSymonds,M.D. C.F.S. Whitney, M.D. 


E. K. Root, M.D. » 
Edgar Holden, M.D. 
W. E. Ray, M.D. 

H. H. Schroeder, M.D. 
T. H. Rockwell, M.D. 
M. S. Bradley, M.D. 
E. W. Dwight, M.D. 
A. S. Knight, M.D. 
F. W. Chapin, M.D. 
H. A. Pardee, M.D. 
E. L. Fiske, M.D. 

T. F. McMahon, M.D. 


Joseph Kucher, M.D. 
W. W. Knight, M.D. 
R. L. Lounsberry, M.D. 


Albert Wood, M.D. 
F. L. M. Grassett, M.D. 
C. W. Davis, M.D. 
Wm. E. Porter, M.D. 
J. D. Thorburn, M.D. 
A. C. Ward, M.D. 

T. H. Willard, M.D. 
H. C. Tabb, M.D. 

O. H. Rogers, M.D. 
Mr. Arthur Hunter. 
George Wilkins, M.D. 
J. P. Munn, M.D. 

F. D. Merchant, M.D. 
E. R. Lampson, M.D. 








TWENTIETH ANNUAL MEETING 


The Twentieth Annual Meeting of the Association 
of Life Insurance Medical Directors of America was 
held in the Library of The Metropolitan Life In- 
surance Company, No. 1 Madison Avenue, New York 
City, on October 20 and 21,.1909. President Thomas 
H. Willard in the chair. 

The following members were present at some time 
during the sessions: 

Arthur B. Bisbee, Frank W. Chapin, Thos. E. 
Craig, R. M. Dolan, E. W. Dwight, Z. Taylor 
Emery, John W. Fisher, E. L. Fisk, Homer Gage, 
F. L. Grosvenor, J. B. Hall, E. H. Hamill, E. M. 
Holden, W. G. Hutchinson, A. S. Knight, Wm. 
W. Knight, M. L. King, T. F. McMahon, W. S. 
Manners, C. F. Martin, A. Maxwell, W. D. Morgan, 
W. M. Northcott, W. Evelyn Porter, Wyeth E. 
Ray, Oscar H. Rogers, Edward K. Root, T. H. 
Rockwell, R. L. Rowley, H. C. Scadding, Geo. S. 
Stebbins, Brandreth Symonds, H. Cabell Tabb, 
James D. Thorburn, Harry Toulmin, S. Oakley 
Van der Poel, G. A. Van Wagenen, Joseph H. Webb, 
Frank Wells, F. C. Wells, C. F. S. Whitney, George 
Wilkins, Thos. H. Willard, A. B. Wright, C. H. 
Willetts, Algernon Woolverton, Joseph C. Young. 


Total, 47. 
1754 
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The roll-call showed twenty-five members present, 
a quorum. 

The following candidates, recommended by the 
Executive Committee, were unanimously elected to 
membership: 

Dr. Wm. G.* Hutchinson, of the Michigan Mutual 
Insurance Company. 

Dr. Edgar R. Hawley, of the Illinois Life Insurance 
Company. 

Dr. Allison Maxwell, of the State Life Insurance 
Company. 

Dr. W. W. Beckett, of the Pacific Mutual Life 
Insurance Company. 

Dr. J. A. Patton, of the Prudential Life Insurance 
Company. 

Dr. W. A. Jacquith, of the Prudential Life Insur- 
ance Company. 

Dr. Paul Fitzgerald, of the Prudential Life In- 
surance Company. 

Dr. R. L. Rowley, of the Hartford Life Insurance 
Company. 

Dr. Robert M. Daley, of the Equitable Life 
Assurance Society. 

Dr. Charles F. Martin, of the Canadian Branch of 
the Standard Life Insurance Company. 

Dr. Wilkins and Dr. Tabb were appointed a com- 
mittee to escort the newly elected members into 
the room, so that they might take part in the 
meeting. General applause greeted their arrival. 

Motion was made and seconded that the reading 
of the minutes of the last annual meeting be 
waived. Carried unanimously. 





President’s Address 177 a 


The minutes of the Executive Committee were 
then read by the Secretary, and upon motion were 
approved as read. 

The Secretary read a communication from Presi- 
dent Hegeman of the Metropolitan Life Insurance 
Company extending a cordial invitation to the 
Association to accept the hospitality of the Company 
during the current session. 

President Thomas H. Willard then delivered the 
following address: 


One of the duties of the President of this organization has 
been prescribed by custom. That is, to call the meeting to 
order with some remarks of general or special importance as 
regards its welfare. 

By way of welcome in this place of meeting I can certainly 
add nothing to the warmth and sincerity of the invitation 
which was extended to us by President Hegeman, but I beg 
to assure you that you are very welcome here and it is hoped 
that your sessions will be marked by valuable interchange of 
opinions and ideas and that your intercourse will continue 
to be the same friendly and profitable foregathering which 
has, without exception, been the rule in the sessions of this 
organization. 

From the reports of the various committees and officers, 
you will learn of our flourishing condition. The access of new 
members goes along with satisfactory regularity, but we are 
pained to record the death of three of our charter members— 
Drs. Gillette, Holden, and Gage—and at an appropriate point 
in our proceedings it will be well to arrange forthe passage 
of suitable resolutions expressing our sense of loss. With the 
increase of membership, and the introduction of new and 
generally younger members, the duty of carrying forward 
the work which has been so well begun will devolve upon 
the younger men. A large part of the scientific work which 
has been accomplished has been done by a few men, and it is 
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hoped that without coercion or the exercise of official au- 
thority, many of our more recently acquired members will 
feel themselves constrained to contribute to our scientific 
sessions. Now that we have attained our majority, there is 
no reason why the vigor of manhood should show any shirking 
in our attention to the duties and devotion to the interests 
of the work in which we are engaged. 

The fact that we are entering our twenty-first year pro- 
vokes a retrospective view and the minds of many of us go 
back to our beginnings and the experiences which have ensued 
since 1889 when the Association was founded. The constitu- 
tion which was adopted then contains a statement of the 
purposes of the organization which “has for its object the 
promotion of medical science as applied to life insurance by 
personal intercourse of its members, presentation of papers, 
discussions, and such other methods as may be found desirable, 
and also the encouragement of social and friendly relations 
between its members and the advancement of the general 
interest of life insurance.” We think we can, without vain- 
glory say that we have met all the requirements above enu- 
merated and it is a pleasure to bear witness to the friendly 
and personal relationships which have had their beginning in 
the deliberations of this body. Respect, friendship, affection 
even, have been the outcome of our dealings with each other 
in the many years that have gone by and we recall with pride 
and reverence the work and example of some who have passed 
away. The kindly and industrious Marsh, the direct and 
concise Lambert, the veteran Homans,'the genial Thorburn, 
the scholarly Holden and finally, though not exhausting the 
list of the dead, the accomplished and altogether lovable 
Winston who made our social sessions a delight, and as we 
cherish their memory, we are glad to find that their places are 
being taken in one direction or another by their successors 
and the work which they did is being carried on even as they 
would have wished it. 

In recording our satisfaction with ourselves, we are minded 
to note some distinct and even notable achievements. In the 
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beginning, and for some time after our organization, our scienti- 
fic papers were not numerous, and the main purpose served by 
our organization was the exchange of information regarding 
impaired risks. This naturally received our careful study and 
a very effective system was the result, but as time developed 
and the need for greater speed was shown, a radical departure 
was made. The system was entirely revised so that by it we 
reported by means of symbols to a central bureau, and re- 
corded impairments as agreed upon found in applicants for 
insurance without any statement as to the character of the 
action of the reporting company and without disclosing 
the identity of that company. By this system every member 
of the exchange was immediately, and without the delay 
which ensued under the old, placed in possession of the infor- 
mation which was of value to him in considering his case. 
The Medical Information Bureau has given, we believe, in- 
creasing satisfaction during the seven years of its existence, 
and it is doubtful if a better system could be devised. The 
committee which began this work is still intact and still holds 
its deliberations to consider suggestions to increase its effi- 
ciency which experience suggests. 

Another work was the erection of a table of heights and 
weights divided into five-year classes, according to the age 
of the applicant, which has become a standard in all circles 
where the subject is of interest. Over 75,000 applications for 
insurance were drawn upon to contribute the data which made 
this table possible and was the first step made by us in investi- 
gating collectively the results of our experience as individual 
companies. In early days one of the illusive things after 
which we chased was uniformity—uniformity of blanks, 
so that all the companies should ask the same questions, 
uniformity of medical examinations so that all examiners 
for the various companies should conduct their work of 
questioning and examining the applicant in exactly the same 
manner, uniformity of home office routine so that on the 
same state of facts the same decision would be reached; but it 
was soon discovered that this search was vain, that from the 
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very nature of things such uniformity was impossible and even 
undesirable; yet one thing has been done in this particular 
which should be noted, and that is, simple and uniform tests, 
and uniform methods of examining urine for albumin and 
sugar. The majority of physicians who examine for life 
insurance in this country have been fully acquainted with the 
methods and instructions promulgated with the authority 
of our organization and with results which are constantly 
becoming more satisfactory. 

Our organization is an anomalous one in that it has ab- 
solutely no power or authority to order the enforcement of its 
resolutions and judgments. It is rather an advisory body 
whose pronouncements on a given subject are usually treated 
with proper respect and consideration by the constituent 
companies, and yet there is nothing which prevents the in- 
dividual company from carrying out its individual policy 
as seems best to it, and it is of course better that this is so. 
The business competition which exists between companies, 
the personal policies and ideas of the executive, the different 
composition of the organization of various companies, and 
the varied plans of insurance all produce factors which should 
be recognized, and the companies should not be hampered by 
a dead and monotonous level of uniformity even though so 
august a body as our own had pronounced in favor of a 
given method or policy. 

In our early efforts to do something in the way of collective 
investigation and bring to a central committee the experience 
of the different companies, we groped for a while. In some 
instances we began at the wrong end and studied death claims 
without having in mind the amount, degree, and length of 
exposure, and we had a committee for collective investigation 
whose reports, for some years before it was finally relieved 
from its duties, consisted in reporting progress which repre- 
sented no progress whatever. With what has already been 
accomplished and with what we hope to do there ought no 
longer to be any doubt in the minds of any of us that we have 
a wealth of information at hand which only needs intelligent 
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and scientific analysis to make it immensely valuable to us 
all, and so looking to the future it is not too optimistic to hope 
and believe that before very long we will have entered upon a 
work whose effect in the domain of life insurance will be 
valuable, far reaching, and permanent. 

Instead of asking each other what our methods are ina 
given state of facts, we will endeavor to ascertain if there is 
a right way and a wrong way of looking at a question, and the 
time will come when our “guess so,” “hope so’’and “believe 
so” will give place to our ‘‘know so.” 

The work which was done by the actuaries gave, we think, 
the first impetus to the new ideas and the specialized mortality 
investigation of thirty years’ experience, as contributed by 
practically all of the companies represented in this organiza- 
tion was immensely valuable, but it had the fault of not being 
divided into accurate and homogeneous classes, so a committee 
was appointed to take up the further study of some of these 
classes and divide and subdivide so that the results to be 
obtained by analysis could be absolutely relied upon. As 
you know, last year a decision was made to reconsider some 
of the classes which were included in the report of the Special- 
ized Mortality Investigation by the actuaries above referred 
to, and during the past year the Actuarial Society, recognizing 
the value of the material and the desirability of co-operating 
and collaborating with the Medical Directors, have held several 
meetings and a Joint Committee from the two societies has 
been formed for the purpose of conducting these investiga- 
tions to a logical conclusion. You will hear the report of the 
Chairman of that Committee as to the scope of the plan. 

At this time the whole civilized world is battling with one 
of the most potent and dreadful forms of disease. Know- 
ledge is being obtained at a thousand different points which 
is collected, analyzed, restudied, and already to an appreciable 
extent the ravages of consumption show some diminution. 
Cancer is being studied and we may be just on the verge of dis- 
covering its cause and prevention. Industrial welfare and the 
care of working people is receiving the attention of generous 
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and kindly men, and legislation is reducing the hazard in dan- 
gerous callings and protecting to a larger extent than ever 
before the physical well-being of employees. Sanitation and 
hygiene, the housing of people who live in congested localities, 
the care and rearing of the young, and in some countries the 
agitation of the question of old age pensions and disability 
protection show the trend of the world’s thought and are 
evidences of man’s humanity to man. These factors will all 
have a decided effect upon the mortality of large masses of 
people and our deductions from former experience, our pre- 
conceptions and misconceptions should be corrected and we 
should keep step with this onward march of progress, science, 
and brotherly love. 

The question of our participation in this work of the Joint 
Committee must be decided very promptly, and such confer- 
ences with the executive as may be necessary to finally 
determine the vote of individual directors represented here 
should be secured as soon as possible. The results so far 
are very encouraging and we hope that the few who have not 
expressed a willingness to participate will become convinced of 
the need of doing so very shortly so that the Joint Committee, 
to which I have referred, may at once begin its labors. 

I can only repeat my words of welcome, and hope that the 
proceedings of our sessions at this annual meeting will be 
productive of much good to those who participate and that 
when we adjourn we shall all be so filled with devotion and 
loyalty to the interests we serve that our next meeting will 
show the result of a year’s earnest and industrious work. 


The balloting for the nomination of officers was 
next in order. Dr. Root and Dr. Rogers were 
appointed as tellers and distributed the ballots. 

The report of the Treasurer was next read and 
after being duly audited by Drs. Wilkins and Dwight, 
was approved as read. 

The following notice of the death of Dr. Wm. 
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Nattress, formerly Medical Director of the Manu- 
facturers’ Life Insurance Company, was read by Dr. 
McMahon: 


Lt.-Col. Wm. Nattress was born in the Toronto Gore Town- 
ship on the 28th October, 1852. His father and mother were 
both from Yorkshire, England. He attended the Brampton 
High School. For three years he was Master in the Guelph 
College. He was an M.D. of Trinity Medical College, Toronto, 
and also an M.R.C.S. of England. He was the author of 
“Physiology and Temperance,’’ now in use in the public 
schools of Ontario. 

Dr. Nattress was one of the founders of the Temperance 
and General Life Assurance Company (in 1886), and a mem- 
ber of its Board of Directors until amalgamation with the 
Manufacturers Life Insurance Company in 1901, and after- 
wards was continuously joint Medical Director of the latter 
Company. Dr. Nattress discharged the duties of his important 
office with the utmost efficiency, whilst his uniform courtesy 
and kindliness of manner endeared him to everyone connected 
with the Company. 

He was gazetted Assistant Surgeon of the Queen’s Own 
Rifles on the 16th May, 1884, and in the North-west Rebellion 
of 1885 he served as Surgeon in the Red Cross Corps and 
received the War Medal. He was promoted to be Surgeon of 
the Queen’s Own Rifles on the 13th April, 1895, and gazetted 
Surgeon Major of the Royal Canadian Regiment on the 17th 
June,1897. In 1898 he was sent by the Militia Department to 
Aldershot and Netley to study the system of medical service 
in the Imperial Army. He received the Honorable rank of 
Lieutenant-Colonel on the rst March, 1900, and was gazetted 
Lieutenant-Colonel in the Permanent Army Medical Corps on 
the 2d July, 1904, and in May, 1905, he was appointed Prin- 
cipal Medical Officer of the Western Command of Ontario, 
which post he held at the time of his death. 

He was taken ill with pleurisy while on duty with the militia 
forces in camp at Quebec on the occasion of the Quebec 
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Tercentenary. This was followed by empyema, and he was 
operated on in the Jeffrey Hales Hospital, in Quebec. A 
fortnight later he returned to Toronto and a week after he 
suffered a relapse and died on the 14th September, 1908. 


Dr. Dwight next read, at the request of Dr. 
Albert Wood, the following obituary of Dr. Thomas 
H. Gage, formerly Medical Director of the State 
Mutual Life Insurance Company of Worcester. 


OBITUARY ON DR. THOMAS HOVEY GAGE, OF 
WORCESTER, MASSACHUSETTS. 


Dr. Thomas Hovey Gage died at his home September 17, 
1909, of cardiac disease and those degenerative changes in- 
cident to advanced age, having passed a few months beyond 
his eighty-third birthday. 

He was the son of Dr. Leander and Ann (Sargent) Gage; 
was born in Waterford, Me., May 22, 1826. His father died 
when he was less than sixteen years old, leaving a widow and 
eight children. This event obliged him to leave Bridgton 
Academy where he was preparing for Bowdoin College, and 
go to work to help support the family. 

To follow the profession of his father was a constant ambi- 
tion and actuated all of his endeavors, so that after trying 
different employments, he decided to borrow money and to 
enter Harvard Medical School, which he did in 1849, where 
he attended the regular winter courses and during the other 
months of the year he studied in the Tremont Medical School. 

Immediately after graduating in 1852 he received the ap- 
pointment of Surgical House Officer in the Massachusetts 
General Hospital and served one year. He then formed a 
partnership with an elderly and prominent physician in the 
town of Sterling, Massachusetts, where he remained until 
1857, when he accepted the office of Assistant Physician at the 
Worcester Lunatic Hospital. After serving one year he 
opened an office in the City of Worcester. His practice soon 
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became very large and as a consultant he was called to every 
town in the county, and to distant parts of the State. 

He had a keen surgical instinct and judgment and was a 
very skilful and neat operator. These qualifications gave him 
the leading surgical practice in that part of the State. It 
was the wonder of his friends howany one man could accomplish 
so much. This he did by working from early morning till 
late at night, day in and out. He hada faculty of dispatching 
promptly whatever business was on hand. Besides, he had 
robust health, was very abstemious in his habits, was painstak- 
ing, systematic, and methodical, and never allowed anything to 
fret or worry him. He was very kind hearted and sympa- 
thetic, and thereby gained and retained the confidence, 
esteem, and love not only of his many patients but of all 
who knew him. 

The governing principle which actuated Dr. Gage’s whole 
life was that it is the duty of every one to do all he can to help 
others and to add something to the sum of human happiness. 

In addition to the exacting duties of his profession he found 
time to take a very influential part in the development and 
management of the medical, financial, charitable, religious, 
and educational institutions of the city. 

Under his impulse the District Medical Society took on new 
life and interest. He presented many valuable papers and 
took an active part in all the discussions. He was a ready 
talker, expressing his opinions in lucid, concise, and forceful 
language. 

He was a councillor of the Massachusetts Medical Society 
for more than forty years, holding the office at his death. 
He delivered the annual address before that Society in 1880. 
This address was very highly complimented for its valuable 
thoughts and elegant diction. He served as President of 
the Society in 1886-7. 

The several hospitals in the city owe much to him for their 
present condition and high standard. He was on the surgical 
staff of the City Hospital for several years and afterwards on 
the consulting staff. In 1883 he was elected trustee, was 
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President of the Board from 1889 to the time of his resignation 
in 1902. He was one of the original trustees of the Memorial 
Hospital and for many years was President of the Board of 
Trustees. 

The Governor of the State appointed him one of the Board 
of Trustees in 1876 to supervise the construction of the new 
Worcester Lunatic Hospital and he held the office of trustee 
until 1904. He was a trustee of the Old Men’s Home, of the 
Worcester Savings Bank; was director of the City National 
Bank; was a member of the American Antiquarian Society, 
of the Worcester Club, and of the Worcester Fire Society. 
He was a trustee of Clark University since 1891 and performed 
the duties of treasurer since 1903. His reports were models 
of neatness, clearness, and accuracy, always in his own hand- 
writing. For over fifty years he was an influential member of 
the Congregational Central Church. 

Dr. Gage became a director of the State Mutual Life Assur- 
ance Company in 1865 and soon after was chosen one of its 
Medical Directors; was Vice-President since 1880, and a 
member of the Finance Committee. In 1908 he was relieved 
of the active duties of Medical Director and made Consulting 
Medical Director. He was well grounded in the medical 
principles upon which the selection of risks depends, and his 
large experience as a practitioner eminently qualified him 
for this position. His decisions were always based on the 
merits of the case before him, and never could he tolerate any 
hard and fast rules to guide him in his action. He endeavored 
to be perfectly just to the Company, applicant, and agent, 
though in any question of doubt he always guarded the 
Company’s interests. 

In the performance of his duties he labored under many 
physical difficulties during the later years of his life; yet he 
did his work with just the same faithfulness and painstaking 
care as ever. Even when any exertion caused difficulty of 
breathing he would come to the office and work steadily for 
hours in order to complete his study of the Company’s ex- 
perience in its death rate. Fortunately he had the satis- 
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faction of seeing his task finished two months before his 
death. 

He was one of the original members of this Association and 
always attended its meetings until the increasing infirmities 
of failing eyesight and defective hearing prevented. The 
reports of its proceedings and its published papers he read 
with the keenest interest, and often expressed the opinion that 
it was destined to accomplish great good, that the facts 
obtained and the discussion of the papers would enable the 
Medical Directors to decide the risks with greater unanimity 
of opinion and a wiser judgment—and that medical selections 
would eventually be established on a scientific basis. 

He leaves behind him a record, the best any man can have, 
a record of a very useful and public-spirited citizen, honored, 
esteemed, and respected by all, without the least suspicion 
that his good works were performed for his self-glorification 
or to enhance his reputation; but rather a feeling that he was 
an important factor in the development of those institutions 
which have done so much for the betterment of the people. 

We place on our records this brief tribute to his honorable 
life, and this recognition of the valuable services which he 
rendered. 


The President next referred to the great loss to 
the Association upon the deaths of Drs. Gillette, 
Russell, and Ward, and appointed Drs. Symonds, 
Root, and Hamill a committee to draw up appropri- 
ate resolutions and obituaries for each, to be pre- 
sented at the next annual meeting. 

Dr. Dwight next read the following Report of 
Committee on Collective Investigation. 
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REPORT OF COMMITTEE ON COLLECTIVE INVESTI- 
GATION, OCTOBER 20, 1909. 


BRANDRETH SYMONDS, EDWARD K. ROOT, HARRY TOULMIN, 
EDWIN W. DWIGHT, Chairman. 


Dr. THomas H. WILtarp, President. 

The Association of Life Insurance Medical Directors, 
Dear Doctor: 

Under the somewhat unusual conditions which exist it 
seems proper to make the Annual Report of the Special 
Committee on Collective Investigation in this form. 

During the few months succeeding the last Annual Meeting 
of the Association, your Committee, following out the vote 
of that Association, had two meetings and a good deal of 
correspondence. In accordance with a vote of the Association 
a code based upon the “M. I. B. Code” was developed, and 
subjects were suggested for investigation. 

At a meeting of the Committee, May 19, 1909, present Drs. 
Symonds, Root, and Dwight, the following votes were taken: 


Voted: That the code as presented for consideration should 
be accepted with a few suggested additions. 

Voted: That each member of the Committee should be asked 
to present in writing any suggestions for amplification of the 
code which occurred to him. 

Voted: That the first investigation should include classes 
45and 50. 45, Gout; 50, Syphilis. 

Voted: That if a satisfactory price could be obtained the 
code should be printed in a form similar to the N.E. Mutual 
Life, five hundred copies printed, three copies bound for each 
of the contributing Companies. 

Voted: That each contributing Company should be requested 
to send a check for One Hundred Dollars to Dr. Dwight, as 
Treasurer, he to approve all bills and pay the same from the 
sum so contributed, and present his accounts to the Auditing 
Committee of the Association. 

Voted: That the work should be proceeded with at once. 
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In accordance with these votes circular letters were sent to 
the various Companies, notifying them of the plans which had 
been made, and asking them to forward checks for the 
amount of the suggested subscription. The result of these 
letters and the financial report of the Committee is appended. 

It will be of interest to the Association to know that no 
Company refused to join us in the work, as at that time 
planned, and but seven postponed their approval while await- 
ing further information. At this time, June 12, 1909, when 
we were about to contract for the furnishing of cards, code 
books, etc., I received the following letter. 


THE ACTUARIAL SOCIETY OF AMERICA. 


Newark, N. J., June 12, 1909. 
Dr. Epwin WELLEs Dwicut, Medical Director, 
New England Mutual Life Insurance Company, 
Boston, Mass. 
My bear Dr. Dwicut: 

Some months ago Mr. Emery McClintock submitted to the 
Council of the Actuarial Society the suggestion which appears 
on the accompanying pages. A special committee of the 
Society was appointed to consider the suggestions, and this 
committee is to hold a meeting at the rooms of the Actuarial 
Society, in the Metropolitan Life Insurance Company Build- 
ing, at 11.30 A.M., on Tuesday, the 15th inst. 

We should like to have the Medical Directors’ Association 
represented, so I am asking you and Dr. Rogers to attend the 
meeting, if possible. 

I apologize for this late notice, but for nearly a week I have 
been engaged upon some important Company matters that 
took every minute of my time. 

Trusting you may find it convenient to be with us, 

I remain, 
Yours sincerely, 
(Signed) Joun K. Gore, 
President. 
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The time allowed of practically no consideration or discus- 
sion, and, with the exception of a very few minutes’ talk 
before the meeting, no opportunity was given for the represen- 
tatives of our Association to consider their proper action. 

At this meeting, held June 15, 1909, there were present 
Drs. Willard, Rogers, and Dwight representing, unofficially, 
the Medical Directors’ Association, with the following gentle- 
men from the Actuarial Society—Messrs. Gore, Weeks, Van 
Cise, Wells, Craig, Rhodes, and Welch. 

There was a good deal of general discussion, your represen- 
tatives speaking strongly of the great benefit which would 
come if our two Societies might carry on this work together, 
through a joint committee. This suggestion was heard with 
a good deal of interest and some enthusiasm on the part of 
the gentlemen representing the Actuarial Society. We were 
asked to furnish their committee with copies of our proposed 
code, samples of the cards, and a partial explanation, which 
was done. 

The second meeting of the combined committee was held 
at the rooms of the Actuarial Society on June 29, 1909, and, 
for the purpose of consultation, I assumed authority to in- 
crease the membership of the committee, of which I was 
chairman, by adding to it Drs. Willard and Rogers. At that 
meeting our Association was represented by Dr. Rogers, 
Toulmin, and Dwight, and the following is a report of that 
meeting: 

“The adjourned meeting of the committee on specialized 
mortality investigation was held Tuesday, June 2gth, in the 
office of the Actuarial Society. There were present Messrs. 
Gore, Weeks—who was afterwards represented by Mr. Young 
—Van Cise, Wells, Craig—who was accompanied by Mr. 
Rieter—Rhodes and Welch; and with them met Dr. Rogers 
of the New York Life Insurance Company, Dr. Dwight of the 
New England Mutual Life Insurance Company, and Dr. 
Harry Toulmin of the Penn Mutual Life Insurance Company. 

“The general plan of undertaking a specialized mortality 
investigation jointly by the actuaries and by the medical 
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directors was thoroughly discussed and the following vote, 
offered by Mr. Rhodes, was unanimously passed: 

‘“‘ Voted: That this committee in conjunction with a com- 
mittee of the Medical Directors’ Association present to the com- 
panies a comprehensive scheme for a new specialized mortality 
investigation along the lines proposed by a committee of the 
Medical Directors’ Association, such investigation to cover 
all policies issued during the period 1870-1909 by the com- 
panies agreeing to contribute their data and meet their pro- 
rata share of the expenses of the committee’s work; it being 
understood that the investigation will be carried to its full 
logical conclusion and that the work will not be undertaken 
unless companies having in the aggregate at least 80% of the 
outstanding policies co-operate. 

“Dr. Rogers then moved the following vote, which was 
unanimously passed : 

‘“‘ Voted: That a committee be appointed by the chair to 
communicate with the various companies to ascertain whether 
they have accumulated material for a mortality investigation, 
and if so, to what extent and in what manner; and to formu- 
late if possible a plan which shall render available the materials 
which such companies have accumulated. 

“The chair appointed Drs. Dwight and Rogers and Mr. 
Welch on that committee. 

“It was voted to adjourn subject to the call of the special 
committee. 

** Adjourned. 

** (Signed) A. A. WELCH, 
** Secretary for Committee.” 


The sub-committee, consisting of Mr. Welch, Drs. Rogers 
and Dwight, then sent out the following circular letter to 
all of our members. 


Boston, Mass., July 17, 1909. 
Dear Doctor: 


Enclosed you will find copy of a report of a meeting of the 
Joint Committee of the Actuarial and Medical Directors’ 
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Associations which was held in New York, June 29th. You 
have also heard through your Actuary and Mr. Welch some- 
thing of the decision which we have reached. I feel confident 
that you will approve of the action of your Committee in 
joining with the Actuaries in this work, and postponing, at 
least, any individual investigation by the Medical Directors’ 
Association alone. We hope to be able to so arrange the work 
as to make available for use by the Committee a large part, 
at least, of whatever investigation your Company has in- 
dividually carried on, and for that reason we should be glad 
to know somewhat in detail how far you have gone, the 
methods which you have employed, and the form in which 
your material now is. A copy of the card which you use 
would be appreciated by the Committee. 

Without I hear to the contrary, your contribution to the 
expense of this investigation will be held and turned in for 
the use of the Joint Committee. I shall be glad to receive 
your acknowledgment of this letter, and your approval of our 
modified plan. 


As a result of this letter we have received replies from thirty- 
three Companies, only one of which, The National Life In- 
surance Company of Montpelier, Vermont, declined to join 
us in this work; but we hope that, after further consideration, 
they will modify that decision, as they had previously agreed to 
join with our Association in its own investigation. 

The following Companies—Connecticut General Life 
Insurance Company, Equitable Life Assurance Society, Mary- 
land Life Insurance Company, Michigan Mutual Life Insur- 
ance Company, Northwestern Mutual Life InsuranceCompany, 
and Union Mutual Life Insurance Company, while awaiting 
further information, have hesitated to commit themselves. 

The third meeting of the Joint Committee was held October 
5, 1909, at which our Association was represented by Drs. 
Willard, Rogers, Symonds, and Dwight. At this meeting it 
was decided that a sufficient number of Companies had agreed 
to join in this work to justify our proceeding with it. It was 
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voted that the President of our Association should appoint a 
committee of three with a similar committee of the Actuarial 
Society, to prepare detailed plans for the carrying out of such 
investigation: he, the President of our Association, to be a 
member of that committee ex-officio but without a vote in its 
deliberations. Drs. Rogers, Symonds, and Dwight were ap- 
pointed, while Mr. Gore, President of the Actuarial Society, 
appointed Messrs. Rhodes, Hunter, and Welch. 

The Committee representing our Association had a brief 
meeting, at which it was decided to write each one of our mem- 
bers asking for suggestions in connection with the topics best 
suited and most important for our investigation. Such a 
letter has been written, and up to the present time replies have 
been received from four Companies. 

As both the Actuarial Society and the Medical Directors’ 
Association were to have meetings at about this time, it 
seemed best to take no further definite steps until the pro- 
posed action of the Joint Committee had received the definite 
approval of the Societies which it represented. 

Such is a brief report of the actual occurrences as they have 
taken place, and, as such, it might be considered that this 
report should stop here. 

It seems, however, that the subject is of so great importance, 
and the action of your Committee has been so irregular that 
it might be well to go somewhat more in detail into the ques- 
tions which present themselves and the attitude of your 
Committee, in order that the members may have a somewhat 
clearer idea of the subject, and so furnish a definite basis for 
discussion, which we all hope will be free and comprehensive. 

It seems to be generally appreciated that the work will 
be much more satisfactorily performed if its details are 
controlled by representatives of both of the organizations 
which represent the scientific side of Life Insurance. There 
can be, I think, no question but that the work of either Society 
if done alone would be open to serious criticism bythe other. I, 
personally, have every confidence that your Committee would 
have been able to have performed its duty in a way more or 
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less satisfactory to you, but I am equally confident that work- 
ing by ourselves we would make some mistakes, which will 
be avoided by the method under consideration. Equally 
true and perhaps of more importance is, what I believe to be a 
fact, that, if the Actuarial and Medical Directors will work 
together in harmony not only for the purpose of this particular 
investigation but in their ordinary everyday work, much good 
will come to the several companies which we represent, and 
the quality of the work done in each of these two departments 
will be broadened and greatly improved. lam confident that 
a large part of what success I have had in my work has 
depended upon the hearty co-operation of the Actuary of 
our Company, and so I cannot help but feel that we all shall 
be gainers by the members of these two Associations indivi- 
dually and collectively working in harmony for the common 
good. 

The time consumed in the organization of this special work 
by your Committee has not been wasted. We have, I believe, 
faced most of the problems which must be considered by the 
Joint Committee, and, having made some mistakes, we are 
much better able to avoid them in the future. Knowing as 
we do those questions on which there are differences of opinion, 
it should be possible for us to decide them fairly in the future; 
and it is hoped by your Committee that most of the difficulties 
which they have met in their work may be avoided by the 
Committee now suggested. 

The gentlemen, who were present at the last annual meet- 
ing, will remember that most of the discussion took place along 
three lines—first, the amount of material which was to be 
transferred from the application to the card; second, the 
code which was to be used; and third, the classes to be 
investigated. If these three questions are followed out in your 
minds, you will appreciate that in one way or another we are 
all affected by them. Each one of us has quite clearly in his 
own mind the way in which this work should best be done; 
our ideas, as a rule, depending upon our previous experience, 
what we wish to accomplish for our Company and the expense 
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which will be associated with it. These questions are of 
importance, and if it is possible to so arrange the work as not 
to conflict with the definite ideas of the individuals concerned, 
much will be gained. I believe that it will be possible for 
us to avoid much of this conflict of opinion, and I believe 
that I am justified in saying that the Joint Committee will be 
able to so arrange the work as to allow of the greatest latitude 
in detailed method consistent with uniform results. 

To those Companies who appreciate the importance of 
this work, but who have up to this time made no progress in 
it, the code which is to be used is of perhaps little importance, 
while to those who have practically covered the ground 
already, it is of the most serious moment. It would certainly 
not be fair to expect that those Companies, who have already 
covered the ground in a way satisfactory to themselves, should 
be willing to reconstruct the whole of that work on lines un- 
satisfactory to themselves but insisted upon by some Com- 
mittee. It would also be unfair to expect those Companies, 
who have transferred everything found on the application to 
a card, to go to the expense of making new cards similar to 
those which they already have but containing less information 
in a different code. 

A simple method of avoiding both of these objections has 
been suggested to the Committee, and will, I believe, be 
accepted by it. That suggestion is that the working Com- 
mittee should be authorized to accept from a Company its 
material in any form which is approved by that Committee. 
This means that, if one or more Companies prefer to furnish 
the Committee with slips upon which appear their actual 
experience with the classes under consideration, instead of 
rewriting their cards, and the information furnished by them 
is in a satisfactory form, the Committee will be empowered to 
accept it; so that the Company, having already established 
methods satisfactory to itself and working out results satis- 
factory to the Committee, need do little further work. The 
Company which has done little or no work, but which prefers its 
own method may use it, providing it meets with the approval 
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of the Committee. While such Companies, who prefer to 
accept the methods recommended by the Committee, will 
be furnished with cards, codes, etc., enabling them to do their 
work in such a way that the cards themselves may be for- 
warded to the Committee who will sort and tabulate them, 
eventually returning these cards to each Company for its 
individual use. 

Such briefly are the plans upon which our Committee is now 
working. I believe that I can say that every one who is in 
touch with the situation believes that the methods suggested 
are those apt to bring about the best results in the simplest 
possible way. The expense involved will be comparatively 
small. The amount of work will vary with each Company, 
while it is almost impossible to measure the value of the 
results obtained. 

We believe that this work is greater and of more impor- 
tance than any heretofore attempted by such an organized 
medical body. We feel confident that we shall have the 
support of practically every Life Insurance Company of 
sufficient importance to be considered, and we trust that the 
subject will be so fairly discussed at this meeting as to enable 
each of you to return to your Home Offices enthusiastic over 
the possibilities, and able to convince the Executive Officers 
of your Company that the work is worth while doing, and will 
be well done. 


RECEIPTS. 

May 27,1909 Berkshire Life Insurance Company . ‘ $100.00 
Te, National Life Insurance Company . ; 100.00 
ROT aka State Mutual Life Insurance Company . 100.00 
ae as Fidelity Mutual Life Insurance Company 100.00 
es; = Massachusetts Mutual Life Insurance 

Company : : ; ; : 100.00 
ot eee Sy Manhattan Life Insurance Company ‘ 100.00 

hime x * Germania Life Insurance Company . 100.00 
att Aes Union Mutual Life Insurance Company . 100.00 
eee, Union Central Life Insurance Company . 100.00 

Carried forward . : . ; : $900.00 














Aug. 
Sept. 
Oct. 


8 


9 


9 
Io 


10 
10 
II 
14 
24 
28 


30 
15, 
15 
25 
25 
15 


Dwight—Report 


Brought forward . 


7 1909 


Total Receipts 


Canada Life Assurance Company 

Prudential Insurance Company 

Penn Mutual Life Insurance Company 

Metropolitan Life Insurance Company 

Pacific Mutual Life Insurance Company . 

Mutual Life Insurance Company of N. Y. 

Provident Savings Life Assurance Society 

United States Life Insurance Company 

New York Life Insurance Company 

Security Mutual Life Insurance Company 

Northwestern Mutual Life Insurance Com- 
pany . . ; , ‘ , 

Interest : : ; 

Home Life Insurance Company 

Interest 

Interest 

Interest 

New England Mutual Life Lamannaes Com- 


pany 


DISBURSEMENTS. 


28, 1909 T. J. Southwell, Stationery 


28 
29 
I 
I 
24 
30 
30 
30 
2 


I 
I 
I 


Total amount of Disbursements 


Stamps ; 

Adams, Cushing & Foster, Stationery 
Clerical work done on code in February 
Clerical work on letters, etc., May . 
Stamps r 
Exchange on Binghamton, N. 'Y,, check . 
Clerical work for June ‘ 

Exchange on Milwaukee, Wis. check 
Clerical work for July . 

Adams, Cushing & Foster, “ Ideal —— 
Clerical work for August 

Clerical work for September 


. $2211.65 
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$900.00 
100.00 
100.00 
100.00 
100.00 
100.00 
100.00 
100.00 
100.00 
100.00 
100.00 


100.00 
1.75 
100.00 
3-10 
3.40 
3.40 


I00.00 


$ 75 
I.00 
+70 
25.00 
10.00 
5.00 
.10 
28.00 
.10 
23.33 
1.00 
4.00 
3.00 
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SUMMARY. 
Total amount of Receipts . : : ' : . $2211.65 
Total amount of Disbursements . : ‘ ; ‘ 101.98 
Balance on hand , ‘ : : - $2109.67 


Respectfully submitted, 
EDWIN W. DWIGHT, 
Chairman. 


President Willard—Gentlemen, you have heard 
this very interesting and very thorough report of 
the committee. The manner in which we have 
arranged our program will prevent the discussion of 
the report at this time, but at to-morrow morning’s 
session we hope to have a very full and earnest 
discussion of this subject. 

Motion was made and carried that the discussion 
of the report be deferred until the next morning’s 
session. 

After discussion by various members, a motion 
was made by Dr. Rogers that the Secretary be 
requested to send out a notice to each member of the 
Association three months in advance of the next 
annual meeting proposing the following amendment 
to Article V. of the Constitution: “That the word 
“five” be substituted for “three.’’ Article V. when 
so amended to read: ‘The President, Vice-President, 
Secretary, and Treasurer and five other members, 
not officers, shall constitute the Executive Com- 
mittee.’’ Seconded and carried. 


The result of the ballot for nomination of officers 
was next read and posted. There being no further 
business, a motion to adjourn was made and carried. 
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EVENING SESSION. 
October 20, 1909. 


The Evening Session was called to order at 8.30 
o'clock, President Willard presiding. 
Dr. G. A. Van Wagenen then read the following 


paper: 


THE CO-RELATION OF DISEASES; OR, WHAT IS 
INHERITED? 


By G. A. VAN WaGENEN, M.D., 
Medical Director of the Mutual Benefit Life Insurance Company. 


At an early age we awaken to the consciousness we are in this 
world not knowing whence we came, why we are here, how 
long we may stay, nor where we shall go. 

This uncertainty attaches to everything earthly. We live 
in an atmosphere of probabilities; even to-day’s so-called facts 
become the exploded theories of to-morrow. This is true not 
only of medicine, it is universal in a world constantly (but by 
ebb and flow) becoming steadily better in every way. Not 
only are we unable to tell when men will die, we can not even 
tell what road they will take to the tomb. (This is perhaps well, 
for otherwise even Monte Cristo might envy the salary of a 
Medical Director, which would indeed be ‘‘beyond the dreams 
of avarice.’’) 

In all this uncertainty we turn with hope to statistics which 
seem to be as positive as addition, subtraction, and the multi- 
plication table until we remember on what uncertain data, 
what family and personal records, our medical statistics are 
usually based. 

Notwithstanding all this uncertainty, we are compelled to 
acknowledge there is a something called experience by which 
we all gradually crystallize these very uncertainties into con- 
crete forms which we call our opinions or conclusions, and which 
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we treat as facts. The more time and attention we give a sub- 
ject, the firmer our grasp of it becomes; and we are free to ac- 
knowledge that all old men (ourselves excepted of course) are 
very set in their “‘opinions.” The whole world upholds them, 
saying, ‘‘Consult an older man of larger experience’’! 

The most superficial examination of our loss papers shows 
that men do not die of the diseases we expected them to have; 
they do not inherit the special diseases of their parents and 
grandparents, a very severe blow to such theory being the recent 
proof that tuberculosis, which kills nearly one seventh of our 
race, is not a direct inheritance but an infection pure and simple, 
and therefore preventable. The problems we have to solve 
are difficult because the average man has only the vaguest idea 
of the real cause of his parents’ death or even those of his brothers 
and sisters, while both ages and diseases of his grandparents 
are at best hearsay, and usually mythical—some prominent 
symptom being given instead of a disease. The majority of our 
grand ancestors are supposed to die of ripe ‘‘old age’’ at any 
period between 60 and 100 years! What thenisinherited? For 
certainly ‘‘blood does tell’’! 

I will present, without argument, a few of my own personal 
conclusions, not based on statistics, but the result of careful 
observation during more than 30 years’ experience in selecting 
life risks, which tend to show there is a common underlying 
factor which we often fail to recognize as common to diseases 
which appear to be distinct. 

The co-relation of forces is recognized as no longer a theory, 
and it is not limited to physical force. The heat of our sun 
stored a million years ago in coal does physical work to-day, 
and more wonderful that stored in last year’s grain now moves 
our hands and supplies our brain with power to think. The 
comparatively recent demonstration of electrons, as proved by 
electrifying the Crookes vacuum-tube, showing the presence of 
matter in these supposed vacuums in divisions so small that 
probably a thousand millions of them would be needed to make 
one atom, itself so small that three hundred million in a row 
would measure but one inch, seems to prove that the infinite 
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variety of material objects about us are in essence but different 
combinations of the electrons and atoms of this single substance 
or matter. 

I do not yet claim all disease to be different manifestations 
of a single essence, but is there not one underlying factor common 
to diseases which appear to be as different as the variations of 
force and substance? And is this factor not simply the increased 
or decreased vitality (viability) of the ultimate cells which com- 
pose our bodies, which is inherited from our ancestors, and 
either increased or diminished by our environment? To illus- 
trate: The man who has inherited a weakened vitality from 
tuberculous parents is no more liable to acquire tuberculosis 
from his consumptive wife than one whose personal resistance 
has been lowered to exactly the same point by the use of alcohol, 
and perhaps a syphilitic infection, if exposed in exactly the 
same manner and degree. Also, that both are equally liable 
to succumb to almost any other disease under the same conditions 
of exposure. 

If this is true, it behooves the practising physician to urge 
the systematic treatment of this underlying general condition 
of the body rather than the one or two most troublesome symp- 
toms of the disease made possible by this lowered or perverted 
vital resistance. It is also our duty to educate ourselves, our 
profession, and our clients out of the error that two ounces 
of medicine will cure two years of dissipation or disease. 

And as Medical Directors we should search personal and 
family records to find those endowments which give an individual 
preference over the average of his race—a power which will 
enable him to defy the attack of all disease rather than some 
particular one. The question is not whether tuberculosis, 
cancer, or arterio-sclerosis is present in a family, but whether 
the record is such as will make the applicant more liable than 
the average man to develop any of these (or any other) fatal 
diseases. Thus the general vitality of a family, the number of 
living and dead, and the average ages reached, as well as the 
general character of the deaths, are more important than just 
what diseases prevailed. 
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Jacques Bertillon has lately proved by maps, etc., that tuber- 
culosis prevails in different parts of France in almost exact pro- 
portion to the use of alcohol (brandies as against light wines); 
and statistics show that phthisis is more than twice as common 
among saloon-keepers than among other merchants. 

My thirty years’ work has convinced me: 

1st.—That consumption and cancer very frequently occur 
in the same record as inheritance from the same parents. 

2d.—That fistula in ano is frequent in those whose records 
are cancerous as well as in the tubercular inheritance. 

3d.—That rupture is frequent in families strongly either 
consumptive or cancerous. 

4th.—It is very common to find deaths from both paralysis 
and phthisis associated in the same family record. 

sth.—That Bright’s, paralysis, alcohol or morphia habit, 
epilepsy, and insanity are frequently interchangeable inheritances 
from the same ancestors. 

6th.—That insanity, epilepsy, etc., occur usually in very weak 
records. 

7th.—That consumptive parents have a large proportion of 
dissipated children. 

8th.—That both over- and under-weight predispose to diseases 
of degeneration. 

gth.—That it is common to find the parents of a living father 
or mother reach old age, while those of the dead parent died early. 

1oth.—That the family records of men who have themselves 
lived to be over seventy are singularly free from all the degenera- 
tive diseases, either of the lungs, brain, heart, or kidneys. 

11th.—It is also interesting to note how very common it is 
for an overweight to have at least one parent dead of heart 
disease, apoplexy, Bright’s, or arterio-sclerosis. 

The usual idea of heredity is that special diseases are handed 
down from ancestor to offspring, that tuberculous parents 
beget tuberculous children; that descendants of those whose 
circulatory system is at fault furnish the large percentage of 
apoplectics, etc., etc. Now while the broader view of heredity 
to which I want to call attention does not at all discredit the 
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fact to which our illustrious brother physician, Dr. Oliver 
Wendell Holmes, called attention—that we should be very careful 
whom we select for our parents, it teaches that the particular 
diseases of parents are less often inherited than a predisposition 
to disease in general, that children receive from their progenitors 
either a depraved physical condition which may lead to any one 
of the various degenerative diseases, a consumptive parent 
giving birth to the victim of cancer or the drug-habit; a paralytic 
ancestor fathering not only cases of cardiac or brain disease, but 
also consumption, diabetes, alcoholism, Bright’s, insanity, epi- 
lepsy, etc., etc. Or, on the other hand, they inherit that mag- 
nificent vitality which enables them to withstand the whole host 
of diseases which make easy prey of their more unfortunate 
companions. 
Two actual family records will illustrate what I mean: 


H. M. R., age 63, has hard tortuous arteries with a pulse of 86. 
His Father died at 71 of Paralysis 

‘““ Mother “ “ 4o “ Consumption 

“ Brother “ “17 “‘ Consumption 

‘i " “ “56 “‘ Softening of brain 

i“ re “ “976 “ Bright’s disease 

“ Sister ‘“ “ 28 “‘ Consumption 

“M.M. “ ‘“— ‘“ Consumption 


Almost every member of this family was dead, and of degener- 
ative diseases; and the applicant was already receiving his por- 
tion of the inheritance in the form of arterio-sclerosis. 


On the other hand: 
A. D., age 30, strong and vigorous. 
Father living and well at 80 


Mother io ** about go (probably 70) 
| a: 
Sisters —oe a oe ee 


F. F. died at 107 
—_" "ss 
—_- ~ = 
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M. M. died at 74 
and no brothers or sisters have died. 


My own record is not a bad one as showing longevity on both 
sides. 

My father was the youngest of 11 children and the first to 
die a natural death at the age of 48 of Bright’s (two having 
been drowned when grown to manhood and one accidentally 
burned when past middle life). The others all lived well into 
the 70’s and 80’s, one having died at the age of 94 after a fall. 
Their father (my paternal grandfather) died at 87 of an acute 
cholera morbus with profuse diarrhoea; their mother at 78 of 
apoplexy. The twin brother of my paternal grandfather died 
at 91, and two of their sisters reached 93 and 97 respectively. 

On my mother’s side the record is this: 


Mother died at 87 exhausted by the second chill and fever of 

a severe tertian intermittent attack. 

Mother’s F. died at 78 of acute pneumonia. 

‘* —M. died at 56 probably of a Bright’s which dated from 
her last confinement, and her father lived to be 
over go. 

My mother had two brothers and two sisters. 
The first brother died at about mot both due largely to their 


“second “ ee ae habits. 
“elder sister ‘‘ ‘“‘ 87 of acute pneumonia. 
““ younger “ “ “ 85 of a pelvic growth. 


My parents had four children, all boys. One died at the age 
of 2 years of malignant scarlet fever in 2 or 3 days. One died 
recently at 60 of acute pneumonia, having had a leaky heart since 
he was the victim of inflammatory rheumatism in boyhood, fol- 
lowed by both mitral and aortic lesions and consequent hyper- 
trophy. At the age of 4o he fractured the base of his skull, 
recovering slowly after a long and severe illness. The younger 
brother is still alive and well at 61 having weathered a Texan 
fever which reduced him from 180 to 98 lbs. when 38 years old. 

Personally I have not been sick for years, not seriously since 
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a malignant naso-pharyngeal diphtheria when 31 years old. 
Have a fine appetite, a perfect digestion, and always sleep 
soundly without dreams through the whole night, and can work 
16 to 18 hours a day as needed. 

Some years ago in talking with Professor Lieuotard of the 
Veterinary College in New York City, he spoke of the erroneous 
idea which prevailed as to what constitutes the so-called ‘‘ blooded 
stock’? among horses. He said this was not a special and dis- 
tinctive strain, but simply animals in whose ancestry for 30 
or 40 generations no weakling had been allowed to breed, every 
dam and sire being chosen for their good qualities of body and 
spirit. He added that animals with such pedigree, when dis- 
sected, show bones hard as ivory in comparison with those of 
even handsomer horses of unknown and poorer blood, and 
muscles which cut like Manila rope compared with the flabby 
motors of ‘‘the plug horse’’ as he is called. In other words, 
there is a real physical basis for their superiority in health, 
spirit, and endurance. 

If the above is true, it is our duty to seek this germ of personal 
vitality in each case rather than measure the size and strength 
of an applicant, or note what particular diseases his family were 
the victims of. 

In accord with another great natural law, ‘‘the survival of 
the fittest,” as inexorably true as the eternity of matter and 
force, those who possess this prophylactic against all diseases— 
this superior vitality either inherited or acquired—are as cer- 
tainly destined to outlive their fellowmen in the race of life, as 
the species of animals, plants, and even inanimate things best 
suited to resist their environment are sure to survive where 
others die. 


DISCUSSION. 


Dr. Root—Those of us who have practised medicine 
fifteen or twenty years, and have had an opportunity to ob- 
serve the way families behave season in and season out, have 
noted the difference between the resisting power of families, 
as such, in prevailing epidemics, major or minor. 
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We all recognize the fact that some families contract every- 
thing that comes along, from the mere influenza to the severest 
types of grippe, epidemics of fevers, diphtheria, or whatever 
it may be. We all know families, probably, who claim with a 
considerable degree of pride, that they have had all the in- 
fectious diseases two or three times; and, allowing for a natural 
family pride in such achievement, there is no doubt they do 
show a lower degree of resistance to certain infections. For 
instance, I have unquestioned evidence of two attacks of 
typhoid fever in a number of cases. No doubt all have 
recognized and seen families where nothing seems to trouble 
them; they dissipate to the limit, and live all kinds of hard 
lives, and flourish and die of accidental deaths. 

Dr. Van Wagenen has very aptly reduced that to the simple 
proposition that they have inherited the active vitality of 
the ultimate cells, which reacts against infection, and I think 
it is fair, for the purpose of our discussion, to consider infection 
as an accident. I am sure we have to, very frequently, in 
accident and liability insurance. Now, for a great many 
years, as we all know, consumption, so called, or tuberculosis, 
was regarded as a hereditary disease; that the children of those 
parents dying of tuberculosis were more than ordinarily liable 
to die of tuberculosis. Only this evening I was speaking with 
a former resident of Kentucky, who stated that in some of the 
smaller towns there, consumption was expected as a natural 
death for many in the community, and they regarded it with 
considerable pride that it was so, and was their natural 
inheritance, running in rather the best of families, and all of 
them succumbed sooner or later. But a little inquiry disclosed 
the fact which we are all familiar with, that their ideas of sani- 
tation or hygiene were, of course, very crude indeed, and that 
in the majority of instances, particularly among the moun- 
taineers there, they live in the same house or cabin, generation 
after generation, exposed to every possible source and proba- 
bility of direct infection from the sputum, if not more direct 


causes. 
My predecessor, Dr. Russell, was a firm believer in heredity 
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in tuberculosis, and for years declined to have anything to 
do with risks showing even a taint of tuberculosis in family 
history. Therefore, it occurred to me to see if anything in 
our records showed a losing mortality in tuberculosis during 
the earlier and even later years of the Company, and whether 
we could, by a study of those records—of course very imper- 
fect—get any light whatever, and Dr. Wells prepared a 
rather rough sketch, which, while it does not prove anything, 
is of interest, I think. I may add that Dr. Russell had 
practically entire charge of selection up to 1900: nearly forty- 
five years. Take for example the deaths of tuberculosis for 
the years 1904, 1905, 1906, 1907, and 1908. The total deaths 
for the years 1904 to 1908 inclusive were 7374. The total 
number of deaths during those years, from tuberculosis, was 
594. In seventeen cases of this total, one parent died from 
tuberculosis, which gives a mortality of 2.91 per cent. in that 
class. 

As an instance of Dr. Russell’s rigidity in selection, there 
were no cases taken, and therefore there were no deaths, or 
no deaths reported, among that 7374, from which both parents 
died of tuberculosis. 

During the same period there were deaths from other 
causes amounting to only 6790. Among these, 223 died of 
tuberculosis. One parent of these 6790 died of tuberculosis, 
and both parents died of tuberculosis in four. Therefore, 
in comparison with the 2.90 per cent. deaths from tuberculosis, 
as against those not dying of tuberculosis, 3.28 per cent., the 
obvious deduction would be safer so far as tuberculosis is 
concerned, to have one or both tuberculous which, of course, 
is nonsense and absurd. 

So far as these figures show anything, they show clearly 
enough that death of one or both parents does not predispose 
to death from tuberculosis in the least, as mortality was 
greater from other causes than it was from tuberculosis 
itself. 

The Doctor has very aptly framed his essay to embrace a 
number of topics that it would be very delightful to discuss. 
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I wish he had touched a little more on whether the large 
family is in itself indicative of that inherent vitality of cell 
life of which he spoke. I have been very much interested, in 
our Canadian business, where the large family is rather the 
rule than the exception. Families of ten or fifteen or twenty 
are not unusual, particularly among the Canadian people, 
but our mortality as a whole, among Canadian business does 
not compare with the mortality of different sections of the 
United States. It is good. It is perfectly safe. It is satis- 
factory enough, but it does not show the degree of longevity 
as in other classes that we find, for example, in New Hamp- 
shire, New York State, or in the Middle West, in Ohio, In- 
diana and Illinois. Of course, there are various other factors 
that must be considered; social, racial, pathological, and other 
conditions that I cannot enter into. As a working rule for 
selection, which is what we are anxious to reach, I think Dr. 
Van Wagenen has very compactly and very concisely stated a 
procedure that perhaps we could follow. The only difficulty 
is the ignorance of applicants concerning their family history, 
particularly in the case of those born outside of the United 
States, immigrants, and then we must never forget the condi- 
tion of the immigrants under improved hygiene, better cir- 
cumstances, better living, which must, cannot help but tend to 
improve their individual longevity. How far that applies and 
counterbalances the baneful influence of bad heredity is a 
thing that is hard to say. I think that most of us who have 
looked into it, will recollect that the mortality of the early 
settlers of the Middle West was comparatively high. I know 
our own records show that mortality in southern Indiana and 
Illinois, thirty years ago, was as high as the mortality in the 
extreme south and southwest is to-day. I have no doubt 
it was due to the conditions under which people lived. They 
were breaking up the soil, and opening the country. Malaria 
was prevalent. They had malignant malaria in southern 
Illinois in those days precisely as they have in southern Georgia 
now, and mortality was high. To-day, as I say, it is compara- 
tively low in those sections. 
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Now, it has been a matter of common observation with me, 
not as an insurance underwriter, but as a physician, that the 
second generation of the Irish in this country have proved 
very bad risks, and very poor patients. It is difficult to say 
why, because I do not know a healthier people on their own 
soil than native Irish. They live under comparatively poor 
circumstances, poor food, and very little of it, poor hygiene, 
and miserable conditions of life; yet, they are fine, healthy 
stock, but I think most of us who have had any experience 
with those people as patients, will recall that they show limited 
power of resistance under action of disease. They are very 
prone to tuberculosis. I know no race more prone to tuber- 
culosis, except possibly the Swedes, than the second genera- 
tion of Irish; those born in this country, perhaps removed to 
indoor tenement house life. What the reason is, I do not 
begin to say, but that is my observation. On the other hand, 
my personal impressions, which, of course are in no wise 
based on statistics, but just on impression, are to the effect 
that the New Englander transported west regains very largely 
the vitality which he has lost, or which has been lost by those 
remaining in New England. The stock in New England, I 
think, is dying out. Statistics now show that. Whether that 
is because of weaker or less efficient vitality, or whether they 
have exceeded their vitality in the delightful and cheerful cli- 
mate they enjoy up there, I do not know, but I do believe 
that the descendants of the New Englanders, so called, in 
Ohio, Indiana, and Wisconsin, have immensely improved as 
a race physically. I think this is a thing which will bear 
observation somewhere. 

It is aninteresting study. Iam very glad Dr. Van Wagenen 
has brought it up as he has and I am only sorry I have not 
prepared a paper, or been prepared with something more 
than quite vague theories or impressions. 

Dr. Willard—Dr Wood was to have continued the discus- 
sion, but we received a letter telling us of his illness, and his 
inability to be here. I am quite sure that the subject is so 
interesting, that many of us will have something to add to the 
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discussion, and perhaps suggest new topics for Dr. Van 
Wagenen to dig and delve further into. 

I was struck by a number of remarks which seemed to 
have been taken from my vocabulary, in defending heredity. 
I have sometimes battles royal with those who do not agree 
with me about heredity, and particularly as to consumption. 
I have not contended ever that the disease was transmitted. 
I cannot lose sight of the facts as adduced by Dr. Marsh’s 
monumental work on that question of heredity and con- 
sumption, and while I never did believe that the disease itself 
was transmitted, I had believed that the indefinable something 
—and that is the way I denominate it—was transmitted by 
tuberculosis parents to their children, and my line of argument 
was something after this style: If our parents can transmit to 
us various mental qualities, peculiarities; if they can transmit 
personal configuration of feature, form, and stature; if they 
can transmit to us certain moral qualities, which in families are 
seen to continue through succeeding generations, why cannot 
they transmit to us an indefinable something, either a pre- 
diposition to disease, or certain class of diseases, or great 
vitality, which means resisting power against any and all 
diseases. And I illustrate it sometimes, before our examiners, 
when I talk to them in the field, by five men going out in a 
boat, and being overturned and exposed to the same degree 
of cold and hardship. The first man comes in—they are 
all rescued at the same time—and gets dried off, and goes 
about his business, and nothing happens. The next man 
develops a very bad form of rheumatism. Another man 
develops an acute pneumonia, and promptly dies. Another 
man develops a cold, which becomes a cough, and finally 
consumption. Now, the same exposure was operative on all 
those men. Why did the result of that exposure take a 
different course in each individual. Because there was some 
peculiarity in that individual, a lowering of the vital force, a 
peculiar tendency which was not inherent in himself, but 
which was transmitted to him. 

The Doctor’s reference to these family histories in which he 
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finds other claims besides consumption, leads me to note that 
quite a bit of late in our shop here, we have been noting the 
appearance of diabetes in consumptive family histories, and 
we propose, if possible, to keep some little record of those to 
see to what extent it is observable. 

This subject is a practical one, and it is not a practical one, 
It is in the latter domain until we find some clear light on 
the subject; and yet we ought to get some practical good out 
of it, and the one suggestion that occurs to me is that 
one of our symbols in the M. I. B. code is much more valu- 
able than perhaps we thought it, and that is lack of lon- 
gevity, and it may be possible that we can study—after 
we get going in our study of mortality—it will be possible 
for us to study a class of cases in which we will decide 
upon what will constitute lack of longevity in family his- 
tory. One office may make it 50 per cent. of the imme- 
diate family deaths before the age of 55, or before the age of 
60, or before the age of 70, but we can determine upon some 
agreed basis of measurement, and it strikes me that in the 
light of Dr. Van Wagenen’s paper, we may get some valuable 
information from a class of cases that we have not really 
paid much attention to because we did not know exactly what 
to do with them, and that is the lack of longevity in family 
history. 

Dr. Dwight—Mr. President, I was so unfortunate as not to 
hear a part of Dr. Van Wagenen’s paper, which was evidently 
a very excellent one. It is certainly an admirable paper, and 
I agree with the President that it is one that we are going to 
get a whole lot out of. 

On this question of investigation, I think we have all reached 
the stage where we agree that it is a question of resistance 
rather than of individual disease, and I think that the further 
we go into the subject, the more we are going to be impressed 
with that. At the same time it is a little different, in my 
mind, than the impression which the last part of Dr. Van Wag- 
enen’s paper left on me, and I do not know that it is quite 
fair for me to make such statements, because they may have 
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madea much different impression on the whole, but I have been 
very much impressed with this lack of resistance in the family, 
and they have seemed to divide themselves into three groups. 
The question of tuberculosis as we have worked it out, shows 
that family history does have influence, and does have a little 
different influence than any other family history we have. In 
all the work we have done we find that the family history 
of tuberculosis influences the early life; that after the age 40 
is reached, one has gotten by the influence of that family 
history, apparently, excepting insofar as it shows a lack of 
longevity. If it shows a lack of longevity, it is a later in- 
fluence, but if it is one where the case of tuberculosis died 
early, then the effect seems to have been lost by the time you 
get past 4o. 

There is another group, which for our purpose of investiga- 
tion, I have called the ‘‘ Family Crisis.”” That is a period in 
the family history perhaps between 50 and 60, when at least 
half of the immediate ancestors of the individual died. That 
is an influence which is a little different from that of tuber- 
culosis apparently. And you appreciate I am basing this 
statement on our own experience, which, of course, is compara- 
tively small. That is an influence which disappears, to some 
extent at least, after the individual passes the age of that 
family crisis. That is, given a man whose family history 
shows a good many deaths between the age of 4o and 50. 
If he is 30, it shortens him up. His mortality is very much 
increased during that period, and it has a direct effect, no 
matter what the cause may be. If he has gone by that age, 
between 50 and 60, or over 60, it has little, if any, effect. 

We have another group, in which we have distinctly short 
mortality, short family history, where the record showsa 
considerable number of deaths—and for our purposes we 
take 50 per cent. of the deaths—half of them die below 60. 
There we have a very material shortening in the mortality, 
of increase in the mortality, along about that age, not affecting 
them in early life, so that at least, in our experience, we have 
three or four groups, which show a little different grade of 
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diminished resistance. Those which are affected in early 
life; those which are affected in middle life, and those which 
affect them in late life. Certainly, it seems to me, it is of a 
great deal of importance, this question of life and longevity, 
and I cannot but feel that the cause of death in the family 
is of some importance; is of considerable importance. Just 
what, I feel sure we shall know a great deal more after we get 
through with the investigation which has been suggested. 

I feel that the points which Dr. Van Wagenen has brought 
up, are of much more importance than we are apt to appreciate. 
I think they are eminently practical and worthy of a great 
deal of study. I only wish I might have heard all Dr. Van 
Wagenen had to say. 

Dr. Willard—Does any other member desire to discuss 
Dr. Van Wagenen’s paper? If not, will Dr. Van Wagenen 
close the discussion. 

Dr. Van Wagenen—Mr. President, I have nothing to say 
except in a pretty general way. My idea was that we did not 
inherit a particular disease, but we inherit either a resistance 
against all disease action, or we inherit a predisposition to 
almost any kind of degenerative trouble which may happen to 
catch us at a given moment. In other words, the illustration 
which I give of the breeding of horses, or what is called blooded 
stock, perhaps is the best proof which I have to offer. That 
is, that those horses which are bred with great care as to 
freedom from disease in the ancestors, gradually develop a 
physical condition of bone and muscle, which render them 
particularly free from the depressing defects of disease of any 
sort. I think that illustration that Professor Lieuotard gave 
in speaking of the breeding of horses, that those horses which 
are called blooded stock, are not different from other horses 
in appearance, but they are often even scrawny and poor- 
looking animals, but for 40 or 50 generations back, there has not 
been a weakling allowed to breed in that stock. The conse- 
quence is that in brawn and muscle—they excel, and if you 
saw through the bone in an animal of that sort it saws like 
ivory. There is a physical basis for the tremendous resisting 
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power that those animals have against disease of any sort, 
and the wonderful endurance that they have developed in 
each generation adds to that resisting power. If you cut 
through their muscles, they cut like fibre instead of the soft 
flabby motors of the poorer bred creatures, and those animals 
are able to resist any kind of disease, no matter what it is. 

I think that in the same way it is not so much what men 
die of in the family record, as the fact that they die. In 
other words, they have n’t that wonderful resistance in the 
ultimate cell, which gives them a vitality which no amount of 
personal care can ever give them. We all recognize the fact 
that consumption is looked at to-day in a very different way 
than it was a few yearsago. At that time we considered that 
the inheritance was a direct one. Now I think that all accept 
the contagion theory as the only explanation, and that men 
die of consumption, is not so much that their parents have 
died of consumption, as that they inherit a weakness from 
their parents, and then succumb readily when they are exposed 
to the contagion from the baccilus of tuberculosis. What 
I wanted to say in this discussion was, that it does not make 
so much difference what diseases a man’s ancestors die from 
as that they die, and that when we get a family record where 
all have lived to good ages, you get a vitality, which shows 
itself in actual difference in the physical make-up of the 
bone and sinew of the man, and gives him a resisting power 
which those who are more poorly bred, never can have, and 
that that resisting power is the result of 40 or 50 previous 
generations of pure stock. 


Mr. Charles G. Reiter then read the following paper: 





DECREASING DEATH-RATE DUE TO CERTAIN ‘‘CAUSES 
OF DEATH” ONLY. ILLUSTRATED BY STATISTICS 
OF NEW YORK CITY POPULATION. 


By CHartes G. REITER, 
Assistant Actuary of the Metropolitan Life Insurance Company. 


The marked decrease in the death-rate during the last quarter 
century has been a subject for many articles, some writers 
even suggesting a possibility of prolonging life as much as one 
hundred and fifty years. The bacteriologist, pathologist, his- 
tologist, surgeon, and general practitioner have in their scientific 
studies revealed wonders and accomplished much, both toward 
relieving suffering humanity and prolonging of life, but these 
discoveries will not tend to increase materially the present maxi- 
mum age or allotted life of man; the best that can be hoped for 
is to increase the average duration of life. The object of this 
article is to show that the decrease in the death-rate is almost 
wholly confined to certain ‘‘causes of death,’”’ while an actual 
increase in the death-rate has resulted from the diseases that 
attack principally older lives. For the purpose of illustration 
I have taken the statistics of deaths (less deaths under age one) 
in New York City as shown by the Annual Report of the Board 
of Health for the years 1890, 1900, and 1905 and those among 
insured risks for the years 1891, 1901, and 1906, for which years 
I had the complete data at hand for 5- and 15-year periods. 
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For the year 1890 the city report included only Manhattan, 
and for the years 1900 and 1905 Greater New York. 

The New York City population table shows a total improve- 
ment in the mortality of 1905 over 1890 of 4364 deaths per 
1,000,000 living and an improvement over 1900 of 1540 per 
1,000,000 living. Close examination, however, shows that this 
improvement is not shared uniformly by all diseases, but is 
accounted for by the improvement in the mortality caused prin- 
cipally by five groups, viz.: Miasmatic, Malarial, Diarrhoeal, 
Tubercular, and Respiratory, as may be readily seen from the 
following table: 





Total deaths per Decrease in 
1,000,000 living for the deaths for 
years each 1,000,000 
CausE or Dgartu. living. 
1890 1905 1905 
under | under 
1890 1900 





Measles 324 | 181 90 | 234 
Scarlet Fever 244 128 | 122 | 132 
Diphtheria and Croup 1025 | 619 | 351 | 674 
WwW th Cough 152 86 51 | 101 
— ever 223 | 213 | 165 58 
Influenza 181} 171 75 | 112 
Malarial Malarial 103 57 13 go 
: Diarrhoeal and Enteritis} 690] 564 | 430] 260 
Diarrheeal | Dysentery go 63 32 58 
Tubercular Tuberculosis 3825 | 2749 | 2370 | 1455 
Bronchitis 847 | 419 | 234] 613 | 185 

Respiratory { Pneumonia 2544 | 2402 | 1891 | 653] 511 


Miasmatic 


Other Resp. Dis. 257 | 218] 199 58 19 





10,511 | 7870 | 6013 | 4498 | 1857 




















If five groups of diseases have been so conquered within the 
last fifteen years as to reduce the deaths 4498 a year on each 
one million at risk while during the same time deaths from all 
causes have only been reduced 4364 for each one million at 
risk, it necessarily follows that there are other causes on which 
the death-rate has increased. This is further shown by the 
following table: 
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Total deaths per Increase in 
1,000,000 living for the deaths for 
years each 1,000,000 
Cause or DEATH. living. 
1890 I900 | 1905 | 1905 1905 
over | over 
1890 1900 





Tumors and Cancer 605 | 680] 746 66 
Diathetic Rheumatism and Gout 100 87 | 131 44 

Diabetes 83 | 106] I50 44 
Meningitis 472 | 264| 577 315 
Apoplexy and Paralysis 693 | 815 | 768 47 
Organic Heart Disease 1169 | 1135 | 1407 272 
Other Circulatory Dis. 179 | 166| 237 71 


Nervous | 


Circulatory i 





3301 | 3253 | 4016 765 




















On these diseases there were 4016 deaths during 1905 for 
each one million at risk as against 3301 during 1890, thus the 
increase was 22 per cent. 

For the fifteen-year period from 1891 to 1906 the results upon 
insured Industrial lives differ somewhat, inasmuch as only one 
group (Developmental Diseases) show an increase in the death- 
rate, but even among these lives the decrease in the Zymotic, 
Tubercular, and Respiratory groups is most marked and shows 
70% of the total decrease. Among this class, if the same death- 
rate had prevailed during the year 1906 as during the year 1891, 
the deaths would have been increased 8027 for each one million 
at risk. For the five-year period from 1901 to 1906 the decrease 
in the death-rate among insured Industrial lives corresponds 
more closely to the death-rate of New York City and is prin- 
cipally confined to Miasmatic, Diarrhceal, and Respiratory 
Diseases. The Tubercular and Diathetic groups show about 
the same death-rate as 1gor. 

From the foregoing it would seem that we should not expect 
as rapid a decrease in the mortality rate (over age one) in the 
future as in the past fifteen years, and the greatest decrease will 
probably be in the Zymotic, Constitutional, and Respiratory 
groups of diseases, with the greatest increases among those 
affecting the Nervous, Digestive, Circulatory, and Urinary 
systems. 
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In the following tables the causes of death are divided into 
six groups, and these groups are further subdivided and the 
principal causes are shown in these subdivisions. The system 
of grouping is the same as used by the writer since 1890, and the 
same as shown in the Reports of the Board of Health of New 
York City until 1901, and the Annual Report of the Registrar- 
General of England, with the exception of Croup and Enteritis 
which have been classified with Miasmatic and Diarrhoeal 
Diseases because the New York City Report of 1905 combined 
Croup with Diphtheria and Enteritis with Diarrhoea. The 
death-rates shown in the table are on the basis of one million 
lives at risk. 


Table showing for each ‘‘Cause of Death”’ the ‘‘ Percentage 
of deaths to total deaths over age one’’ and “‘ Deaths per 1,000,000 
living over age one,’”’ deduced from the statistics of Industrial 
Insured Risks. 

















1891 1901 1906 
deaths deaths deaths 
f f % of 
foal |, P00] otal | ob soo} Total | oP se 
deaths ‘living deaths ‘living deaths ‘living 
ZYMOTIC DISEASES 

Miasmatic diseases..... 9.84] 2232 7.93 1272 5-43 796 
Diarrhoeal diseases..... 2.89 655 3-57 572 2.69 394 
Malarial diseases....... 72 162 50 81 43 63 
Zoogenous diseases..... 03 6 .O1 2 .02 3 
Venereal diseases....... 02 6 .03 5 .08 II 
Septic diseases......... 75 170 53 84 85 125 

Parasitic diseases....... I OI I 
Dietetic diseases....... 34 76 30 48 44 64 
Total zymotic........ 14.59| 3308] 12.88 2065 9-94 1456 

CONSTITUTIONAL 
DISEASES 
Diathetic diseases...... 5-04] I143 6.33] I0rs 7.33| 1074 
Tubercular diseases..... 14.51] 3291] 15.89] 2546) 17.53] 2568 
Total constitutional..| 19.55] 4434] 22.22] 3561] 24.86] 3642 
DEVELOPMENTAL 
DISEASES 

Developmental diseases. 1.14 259 2.37 381 2.29 336 
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LOCAL DISEASES 
Lymphatic diseases..... 
Locomotory and osseous 

CIBEABES 5 546 iei oo .0 ss 
Nervous diseases....... 
Circulatory diseases..... 
Respiratory diseases.... 
Digestive diseases...... 
Urinary diseases....... 
Integumentary diseases. 


Organs of generation 
(oc) ) a ene 
Organs of generation 
CESS | eee 


Organs of special sense. . 
Parturition: 2.4.06. 


ILL-DEFINED 
TU-GERHOG. «os eas ks 




















1891 IQOI 1906 
% ot — @ of — % of deaths 
ota! ota ota 

deaths |* yt ee deaths |* ed deaths |? ‘aan 
.08 17 03 4 03 5 
16 37 29 27 me 16 
£i.95 2543} 11.18 1794; 11.56 1694 
9.90] 2245| 10.00} 1603} 12.06] 1768 
22.47 5097] 17-59| 2821] 15.19] 2225 
6.85 1553 6.25 IOOI 6.23 914 
5-98 1357 7-99 1281 9.08 1330 
.40 go Eg 23 .09 13 
03 8 Il 17 09 13 
-16 36 -36 57 24 35 
05 9 05 8 
38 86 .08 156 1.02 149 
57-62] 13,069} 57.68) 8793] 55.75] 8170 
3.86 876 6.24 IOOI 5-56 815 
.12 26 ag 35 33 48 
-29 66 .86 138 .87 128 
OI I OI I 
4.27} 968) 7.33} 1175) 6.77) 992 
2.83) 642 34 55 +39 57 
100.00] 22,680] 100.00} 16,030] 100.00] 14,653 




















Table showing for each ‘“‘Cause of Death” the “‘ Percentage 
of deaths to total deaths over age one’’ and ‘‘ Deaths per 1,000,000 
living over age one,’”’ deduced from the Annual Report of the 
Department of Health of the City of New York. 





























1891 1900 1906 
deaths deaths deaths 
of of of 

otal I an feral I Pm Total I yam 

deaths living deaths iving deaths living 

ZYMOTIC DISEASES 

Miasmatic diseases..... II.41 2163 8.72 1406 5.84 852 
Diarrhoeal diseases... .. 4.12 780 3.89 627 3-17 462 
Malarial diseases....... 54 103 36 57 .09 13 
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1891 


1900 


1906 





ly of 
otal 
deaths 


deaths 
per 

1,000,000 

living 


%, of deaths 
Petal |, Pog 
deaths living 


Porat 


deaths 


deaths 
per 

1,000,000 

living 





ZYMOTIC DISEASES 
Zodgenous diseases..... 
Venereal diseases 
Parasitic diseases 
Dietetic diseases 
Septic diseases 


3 
48 
3 
176 
46 





Total zymotic diseases 


CONSTITUTIONAL 
DISEASES 
Diathetic diseases 
Tubercular diseases... .. 


3322 


843 
3825 








Total constitutional. . 


DEVELOPMENTAL 
DISEASES 
Developmental diseases. 


LOCAL DISEASES 
Lymphatic diseases 
Locomotory and osseous 

diseases 
Nervous diseases 
Circulatory diseases..... 
Respiratory diseases... . 
Digestive diseases 
Urinary diseases 
Integumentary diseases. 
Organs of generation 
(male) 
Organs of generation 
(female) 
Organs of special sense.. 
Parturition 


2.03 


+02 


39 
8.15 


7.11 
8.57 
a5 
.07 
47 


a 
1.28 


4668 


384 





49-96 


4-53 
-19 
.80 


29 





ILL-DEFINED 
Ill-defined 





5:52 


aa 


.40 


7.16 


.30 





100.00 








I00.00 








100.00 
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Table showing for each ‘‘Cause of Death” the ‘‘ Percentage of 
deaths to total deaths over age one”’ and ‘‘ Deaths per 1,000,000 
living over age one,”’ deduced from the Annual Report of the 
Department of Health of the City of New York. 





1890 1900 1905 





ZyMOTIC DISEASES deaths deaths deaths 
Pek per per eat per 
deaths |1000,000 T,000,000| Garths |1:000,00 





MIASMATIC DISEASES 


Scarlet fever 
Diphtheria and croup... 
Whooping cough 
Mumps 

Typhoid fever 
Influenza 





Other miasmatic diseases 





DIARRH@AL 
DISEASES 
Cholera Infantum 
Cholera Morbus 
Diarrhoea. t 
Dysentery 





MALARIAL DISEASES 
Malarial fever 


ZOOGENOUS DISEASES 
Hydrophobia 
Malignant pustule 





VENEREAL DISEASES 
Syphillis 


SEPTIC DISEASES 
Erysipelas 
Pyzmia 
Septiczemia 
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ZyYMOTIC DISEASES 


£ of 
otal 
deaths 


1890 


1900 





deaths 
per 
1,000,000 
living 


deaths 
of 
Bei i Fu Beh 
deaths ‘_ deaths 


living 





PARASITIC DISEASES 
Echinococcus 
Other parasitic diseases. 





DIETETIC DISEASES 
Intemperance 





CONSTITUTIONAL DISEASES 


DIATHETIC DISEASES 
Rheumatism and gout. . 


Chlorosis 

Anemia 
Leucocythemia 
Diabetes 

Addison’s disease 
Hemophilia purpura.... 
Other diathetic diseases. 








TUBERCULAR DISEASES 
Tuberculosis (all forms) . 


DEVELOPMENTAL 
DISEASES 





LYMPHATIC DISEASES 
Lymphatic diseases 


LOCOMOTORY 
AND OSSEOUS 

Ostitis t 

Periostitis 

Caries t 

Necrosis 

Synovitis 

Caries and necrosis of 
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1890 1900 





CONSTITUTIONAL DISEASES 


% of deaths deaths 


‘otal er pee 
T,000,000 ,000,000 
deaths /**).-.’ "livin 


living 





Cellulitis 


Other L. and O. diseases 





NERVOUS DISEASES 
Meningitis 
Cereb. spinal mening. 
Encephalitis 
— meningitis 
yelitis, sclerosis of 
brain 
Softening of brain 
Locomotor ataxia 
Apoplexy and cong. of 
brain 
Paralysis and hemiplegia 
Convulsions 
Laryngismus stridulus... 
Tetanus 


Epilepsy 
Insanity 
Other nervous diseases. . 





Loca DISEASES 
CIRCULATORY DISEASES 
Pericarditis 
Endocarditis 
Organic heart disease. . . 
Angina pectoris 
Aneurism of aorta 
Aneurism of artery}... 
Circoid aneurism 
Phlebitis and varix 
Embolism of thrombus . 
Other circulatory dis.... 
Gangrene 





RESPIRATORY DISEASES 
Laryngitis 
Bronchitis 
Pleurisy 
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1890 


1900 





of deaths 
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deaths |1:000,000 
living 





Hydrothorax and em- 


Pneumonia 
Congestion of lung 
Gangrene of lung 
Emphysema 

asthma 
Other respiratory dis.., 


DIGESTIVE DISEASES 
Stomatitis 
Tonsillitis 
Pharyngitis 
Dilatation of cesophagus 


Syphilitis 
Appendicitis 
Perityphlitis 
Intussusception 
strang 
Hernia and obstruction 
of intestines 
Hepatitis 
Cirrhosis of liver 


a 
Gace and_ biliary 


Peritonitis 
Other digestive diseases. 
Ulcer of stomach 


URINARY DISEASES 
Nephritis 
Bright’s disease 
Calculus 
Uremia and suppression| 


eager glands 
Other urinary diseases. . 


% of | deaths 


Total 


deaths |'» 


per 
900,000 
living 


% of 
Total 
deaths 
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‘0 
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INTEGUMENTARY 
Pemphigus 
Eczema 








PARTURITION 
Premature labor 
Retention of placenta 

previa 
Post-partum hem 
Puerperal septicemia 
Puerperal metria 
Puerperal convulsions... 
Puerperal insanity 
Hem. and accidents.... 





ORGANS OF GENERATION 
(Male) 
Organs of generation... . 


ORGANS OF GENERATION 
(Female) 

Inflammation of uterus 
and vagina 

Pelvic hematocele..... 

Menorrhagia 

Ovarian cyst 

Ovarian hernia 

Ovarian displacement 

Other diseases of organs 
of generation 





ORGANS OF SPECIAL 
SENSE 
Eye, ear, and nose disease 


__ VIOLENT 
Accident and negligence 
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Locat DisEasEs of deaths of deaths 
‘otal per 5 rer 


I ,000,000 [,0C0,000 
deaths "living living, | ‘deaths [living 





HOMICIDE AND SUICIDE 
Homicide 
Suicide 





ILL-DEFINED 
Marasmus 
Inanition } 
Unknown. 


32 : 64 























Dr. Symonds—Mr. President, I think that we owe Mr. 
Reiter a warm vote of thanks for the very refreshing addition 
to the sentiments that we have heard expressed in the past 
years, on the great conservation of life, and the enormous 
saving that would be affected to the country at large, running 
into thousands of millions of dollars, due to prolongation of 
life. I am only sorry he did not go into that little table of his 
a little more fully, because medical directors like a statistical 
table very well digested. 

Outside of tuberculosis and typhoid, the records of a life 
insurance company writing ordinary business do not show 
many deaths directly due to bacterial diseases. The per- 
centage of deaths from tuberculosis and typhoid in such a 
Company depends largely upon the age incidence of the 
policy-holders. If this be young, the percentage of typhoid 
and tuberculosis will be high. If it is old, the percentage will 
be low, for both of these diseases are essentially diseases of 
young maturity. 

The figures of my Company show that the mortality from 
typhoid was highest in the period from 1843 to 1873, when it 
was 53%. It fell slowly to 1889 when it reached 23%. 
It then increased to 44%, probably owing to the extension 
of business in the Southern States. It has remained about 
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stationary since that time. These figures show no greater 
improvement in typhoid than should be expected from the 
increasing age of our policy-holders. 

In the case of tuberculosis, the highest mortality occurred 
likewise in the period from 1843 to 1873, when it was 18%. 
It then slowly fell until 1894 when it reached 10%. Since 
that time it has been practically at this level. Here again 
I am not sure that this improvement on tuberculosis mortality 
means anything more than that the average age of the policy- 
holders increased up to 1894, and has remained at about the 
same level since that time. 

While the reduced number of deaths from zymotic diseases 
increases the number of those who survive infancy and ado- 
lescence, thereby lengthening the average duration of life, it 
seems to me to bea point of some interest to determine whether 
human life has lengthened in recent years. To a life in- 
surance company it is not of much consequence whether more 
survive to their 25th or 30th year unless there is an expecta- 
tion of these survivors reaching a much longer life. It may 
be that the deaths from zymotic diseases in the younger years 
of life have been especially among those who were less robust 
and less fitted for long life. Those who have been rescued 
from such an early death may survive for twenty or thirty 
years, but, is there any assurance that asa class they will make 
old bones? It is too early yet to make any direct statement 
on this point, for the entire saving in zymotic mortality 
has been within the past thirty jyears and most of it within 
the past twenty. So far there does not seem to be any 
increase in longevity among the ordinary life insurance 
risks. 

I have prepared a table showing the number of deaths in 
my Company at different periods since 1843, and I have noted 
the number of deaths in those who are aged 50 and upwards 
during that time. The percentage of the deaths in 
the age period 50-59 increased steadily up to 1879 when 
it reached its maximum of ‘27%. Since that time the 
percentage of deaths in this decade has fallen some, but 
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since 1890 it has ,been practically uniform at 20 to 
21%. 

In the age period, 70-79 shows an increasing percentage 
until 1894 when it reached 154%, since which time there has 
been a slight diminution, down to 133%. 

The ages of 80 and over show a slight but uniform increase 
up to the present time. This increase is so uniform that I 
am inclined to think that there must be some one reason for 
it. Possibly it means merely that the policy-holders in the 
Company are growing older, but if such were the case, I think 
it would be influenced somewhat by the falling curve which 
I have already described as affecting all ages from 50-79. J 
am inclined to think, however, that it does represent a certain 
saving of life due to modern surgery and modern medicine. 
Of course, the number of those who lived to 80 and over is quite 
small, being only 3853 out of 96,492 deaths, or practically 4%. 
The percentage of these old cases has risen from three 
and eight tenths (3.8) in the period 1890 to 1894, up to five 
and three tenths (5.3) in the period 1905 to 1908, and the 
curve has been a very uniform one and very smooth—an even 
curve. 

Perhaps then, we are justified in assuming that modern 
medicine and modern surgery have added some years of life 
to the very old. If they have added any years to the middle 
aged and elderly, it does not show in this table. In fact, this 
table shows the reverse. 

I doubt very much whether human life has lengthened 
any in historical times. We must disregard the ages of the 
biblical patriarchs. The years of Methuselah and his associates 
undoubtedly referred to lunations and not solar years, if they 
mean anything at all. One nation of antiquity has left some 
reasonably exact records which date back over 5000 years. 
The ancient Egyptians lived to a ripe old age when their 
country had peace within its borders. From the days of 
Khufu and Khepra in the Old Kingdom down through the 
Middle Kingdom into the times of Thothmes and Rameses of 
the New Empire, we find records of those who lived to 70, 80, 
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and go years of age. These old ages were not infrequent nor 
so scarce as to cause wonderment. In fact, during this whole 
time from 5000 to 3000 years ago, we find often recorded the 
following prayer: ‘‘May the Gods grant me a long life, even 
to 110 years.” There are not many of us who would have 
the hardihood in this day to pray to our God for 110 years of 
life. 


Dr. Willard—Dr. Lounsberry was to have con- 
tinued the discussion, but Saturday morning I got 
a note from him saying he was called away on a 
western trip unexpectedly, and would be unable to 
be here to-day, and at the last moment our ever 
serviceable Dr. Rogers consented, after a little parley 
over the telephone, to talk in Dr. Lounsberry’s 
place. 


Dr. Rogers—Mr. President and Gentlemen: I wish that I 
had had opportunity to make some little investigation along 
the lines of this interesting paper before speaking on the 
subject, and in the absence of any investigation, I can only 
give you some impressions of mine which are open to exactly 
the same objection or criticism that impressions always are, 
as contrasted with definite, positive facts. The subject 
interested me so much that I had recourse to the only source 
of easy reference that I had at hand, the United States Cen- 
sus, and I have prepared a little table which shows the annual 
death rate in the year 1900 side by side with the annual 
death rate in the year 1890. Here we can see at a glance 
whether, in a very large mass of lives, there actually was a 
difference, and what that difference was, and I find the 
following rather striking facts: 
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U. S. REGISTRATION AREA. 


DEATHS PER THOUSAND PER ANNUM: 























Notice that in 1890, between the ages 20 and 24, in the Reg- 
istration Area, the mortality was 8.4 as against 7.5 in the year 
1900, per thousand, per annum; between the ages 25 and 29, 
in 1890, it showed 9.9 as against 8.6; a gain of 1.3 lives per 
thousand, per annum. That is a difference in favor of the 
year 1900 over the year 1890, which extends down to the age 
group 50 to 54, where in 1890 the mortality was 19.2 per 
thousand, per annum, as against 19.1 in 1900, showing that 
the two rates of mortality were substantially equal at ages 
50 to 54. The age group 60 to 64, however, shows a mortality 
in 1890 of 32.8 as against 35.1 in 1900, rather more than 
two deaths per thousand, per annum, more than in the year 
1890. 

In the age group 70 to 74, the difference is still more striking. 
In the year 1890 there were 65 deaths per thousand. In the 
year 1900 there were 75 deaths per thousand, a difference 
of ten deaths. That is to say, if we draw two curves, 
representing the rates of mortality per annum of the year 
1890 and 1900, we shall find that in the earlier years of life, 
the mortality of the year 1890 is substantially higher than 
that of the year 1900, whereas, among old men, exactly the 
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converse of that is true; the lines cross at age 50, and that 
led me to reflect as to the probable cause of that condition. 
The facts I have stated run exactly parallel to the facts 
stated by the reader of the paper we are discussing. There 
is, apparently, in the general population, a substantially in- 
creased mortality at the later ages and a decreased mortality 
at the earlier, and what is the reason for that, and what shall 
we, in a practical way, as solicitors for risks of life insurance, 
do about it? 

I am led, just here, to refer to Dr. Van Wagenen’s paper, 
which interested me very much, and which brought back 
to my mind a very delightful speculation presented to this so- 
ciety years ago by Dr. Holden ‘‘On longevity, and its defeat” — 
two papers, indeed. Dr. Van Wagenen says: ‘‘It is our duty 
to seek the germ of personal vitality in each case, rather than 
measure the size and strength of an applicant, or note what 
particular diseases his family were the victims of.”’ 

In one sense, I agree entirely with Dr. Van Wagenen’s 
conclusion, and in another sense, if I understand him, I very 
fundamentally disagree with him. I remember years ago 
examining for life insurance a then very distinguished, and 
since then, much more distinguished, gentleman. This was 
about 1899, a man then nearly 60 years of age, tall and 
gaunt, who presented the most marked evidence of arterial 
degeneration I remembered to have seen up to that time, 
and I do not know that I have seen a more marked one 
since. His blood vessels were enormous; very tortuous, very 
thick and resisting. His heart was enormously hyper- 
trophied. He had albuminuria in large quantities, and casts 
until the whole field was covered with them. I said, in my 
ignorance, he will be dead in a year or two, but the old fellow 
has been living these twenty years, and has done more mischief, 
probably, than any other man in the United States. Iam sure 
you would agree with me if I had mentioned his name. He 
is a prominent and “distinguished” statesman. Dr. Van 
Wagenen may be right, that we must look out for the vitality 
of the man. I looked out for it in this case, but I could 
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not see it. It was not in his family history. I have been 
looking out for vitality ever since, and I have never seen it, 
and I do not believe any man living sees it so as to know it, 
so as to be sure that one man is tougher than that, and an- 
other will reach greater longevity. I do not believe we can 
recognize it in advance. Almost every man who comes before 
us as an applicant for life insurance has great longevity, 
and very deficient longevity in his family history, every- 
thing from the best to the worst. It isin the nature of our 
method of breeding the human family that it should be so. 
And so, if we cannot—and I do not at all agree with Dr. Van 
Wagenen that we can,—if we cannot tell what a man’s actual 
vitality is, then we have to fall back on what we are able to 
see in the papers as they come before us; and I do not believe 
we have any other way of measuring that vitality, excepting 
by the family history as recorded in the medical declarations. 

I believe that Dr. Dwight is right; that we shall get a 
whole lot out of an investigation of the subject of family 
histories and their relations. I quite agree with Dr. Van 
Wagenen that it does not make a bit of difference what a man 
dies of; he dies, and that is what we are interested in. After 
that we have to pay the claim, and that is what appeals to the 
people we represent. 

Moreover these causes of death seem to change so kaleido- 
scopically. It is consumption in one generation, and it is 
diabetes in another, and it is cancer in another, and it is the 
Lord knows what in another; and this brings up Mr. Reiter’s 
paper again, where he speaks of the diseases of degeneration, 
as showing an enormous increase. He finds a striking in- 
crease in tumors, cancers, rheumatism, and acute diabetes; 
in apoplexy, paralysis, in meningitis, and in diseases of the 
circulatory system. 

Now I wonder if there is anything in the theory, that we 
have learned how to live, so far as our environment is 
concerned, and we have not yet learned how to live so far 
as our food and drink are concerned. May it not be that it is 
our duty, as life insurance men,—and I am inclined to think 
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it is—to preach to the public the gospel of the conserva- 
tion of vital energies. Almost every disease mentioned in that 
paper is a disease produced by either overfeeding or over- 
drinking. Isn’t ita fact that humanity has come, as it 
were, into promised land. I venture to say that the an- 
cestry of seven eighths of the people whom we insure, are 
people who were either underfed, or scantily fed, or fed only 
after struggle or effort, since ‘‘the memory of man runneth 
not to the contrary,’’ and now every one of us lives, in a way, 
on the fat of the land. We have an abundance of food. 
Humanity is better fed, indeed is somewhat overfed all the 
time, and the diseases of degeneration are induced, in pretty 
large part, by overfeeding. 

We have, in the service of our Company, an extremely fine 
fellow, who comes of a race of people who have been oppressed 
and down-trodden since the beginning of history, and who now 
have come to their own, and they live sumptuously every 
day. That man two years ago had an attack of rheumatism. 
When I called it gout, he was somewhat offended. I said 
to him: “‘ Now, look here, so-and-so, you must give up your 
self-indulgences. You are eating too much, and are drinking 
rather freely, and you have got to stop it.’”’ But he con- 
tinued to overeat, and about four weeks ago he developed 
glycosuria, and was getting up symptoms of diabetes, poly- 
uria, and thirst. That man told me in the course of con- 
versation the other day that after eating three hearty meals 
a day, he could eat a four-pound tenderloin steak at night 
before going to bed, and through the day he was eating 
just the same. At thirty-five years of age he is a wreck, and 
unless he limits himself, he will make one of that group of per- 
sons dead of diabetes, arterial degeneration, or apoplexy. How 
many well-fed and well-groomed people we see die at 50 or 60 of 
apoplexy, and the only thing in God’s world causes this is that 
they are eating a little too much habitually. I wonder (and 
I offer it simply as a suggestion), if that might not be the ex- 
planation that we are seeking of the higher mortality at the 
advanced ages: That people in the United States are failing to 
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reach great longevity, because they are enjoying the good 
things at the table, and are not taking reasonable care of 
their digestive and assimilative organs. 

It appears to me that this is the logic of the situation, and 
that although we shall be obliged hereafter, as we have hereto- 
fore, to be guided by family histories in drawing inferences 
as to the probable longevity of individuals, yet for a long time 
to come we shall have to count on a higher mortality in our 
various companies at the older ages, and I believe that the 
reason for it is that we are all of us, as a nation, living too well. 

Dr. Toulmin—Mr. President, a few days ago a very persistent 
agent came to the office to see if he could not get a more liberal 
decision than the one we had given, and he said, ‘‘ Dr. Toulmin, 
your Company has always had the reputation of being liberal; 
not too close to the line. Our mortality has been favorable, 
and if it were not for two or three deaths which occur each 
year, it would be extraordinarily good, and those two or three 
deaths, as you know, are the men who die a few months, or a 
year or two, after we have issued them for $50,000 or $100,- 
ooo.”” His point was very well taken, and I fancy that practi- 
cally all of our companies have had the same experience as 
the Penn Mutual; that if you cut out the three or four, or half 
a dozen, or a dozen of the early deaths, of men between 50 and 
65, who have taken late in life, a large line of insurance, the 
mortality experience would be exceedingly improved. In 
my experience those early mortalities are due, in a great 
measure, to the excessive work of the man who for ten or 
fifteen or thirty years has worked twice or three times as 
hard as an ordinary human machine should be asked to 
work; who has amassed his pile; has fallen into the hands of 
some agent, and has been convinced of the necessity of taking 
insurance. He probably has given up his active work; he has 
become something of the man of leisure, but who has not the 
ability to live long, and his expectation, on account of the 
excessive work of the past years, is like Dr. Rogers’s man who 
eats and drinks too much. I think that, practically, will apply 
to the man who also has worked too much, and to me it is of 
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extreme importance, when called in to review a case for a large 
block of insurance, to go into some detail of his manner of life, 
and particularly his work during the earlier years of his life. 
It is the strain resulting from hard work in early years which 
tells and causes the most serious losses the Companies sustain. 
I think we should bear that in mind, as I think practically all 
of us do, before we accept cases of men who have reached 
the age of fifty or over, and then are taking these large lines 
of insurance. 

Dr. Wells—While I believe it is very true that we recognize 
the degrees in mortality, or ratio of mortality, from such 
diseases as typhoid fever, and possibly from consumption, 
yet we must recognize, per contra, the increase in the number 
of deaths from diseases of the brain and nervous system; 
diseases of the heart, Bright’s disease and so forth. During 
the eighties I was asked by the Legislature of Massachusetts 
to audit the vital statistics of the State, and I found in the 
twenty years following the close of our Civil War, that the 
increase of the ratio of deaths from diseases of the brain and 
nervous system, had increased as much as 150 per cent., while 
in some of that same group, the increase of mortality had 
been 250 per cent. Now, while, as Dr. Rogers says, we can 
preach the gospel of abstemiousness to people,we cannot preach 
the gospel of giving up the business opportunities offered to 
this country to-day. It is very evident to me, that in the 
growing strenuousness of business interests, in the increase of 
the opportunities offered to our business men, we should con- 
tinue to see a large increase in the deaths from diseases of the 
brain and nervous system, and perhaps diseases of the heart, 
Bright’s disease, and certainly suicide. In the City of New 
York there is every year recognized an increase in the deaths 
from suicide. Last year the number of these deaths was 
enormous, as compared to population, and what is true of New 
York is true of all large business centres. It seems to me 
that in our Company the deaths from Bright’s disease are 
rather more frequent in New York than in any other city in 
this country. Why? On account of the great strenuousness 
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and the great rush of the business life as led to-day, certainly 
in this State of New York. What is the history of this? 
Putting through large business deals. Hurrying and worrying 
through the day. Lack of vitality. Their vital forces at the 
lowest ebb. They rush to that which, for the time being, 
stimulates them. I have known many of these men in the 
evening try to revive themselves, not with two drinks of 
whiskey ; not with five drinks of whiskey, but fifteen to twenty, 
in order that they should stimulate their nerve forces to 
prepare them for the business emergencies of the following 
day, and until we can carry this gospel to these men, which 
I do not believe we ever can, we must continue to see a very 
large increase in those diseases which, in my mind, will prove 
to be an antithesis to the decrease in the diseases which 
have been mentioned. Every year the annual reports of my 
department show a steadily increasing ratio of deaths from 
diseases of the brain and nervous system, and from suicide, 
and from Bright’s disease. 

In regard to family influence upon individuals, I believe 
that it is a matter largely of personal equation; that a man 
may outgrow, and may outlive the predisposition inherited 
from his family, owing to changed conditions, changed 
environments, better hygiene, and better habitation. 

Now it has been said that the children of Irish parentage, 
perhaps, in coming to this country, die largely from tubercu- 
losis. My experience with the Irish people is not quite so 
optimistic as has been stated here to-day. Even in their own 
country, vitality depressed with poverty and poor nourish- 
ment, tuberculosis among the Irish is very prevalent, and the 
number of deaths is very large. The children come to 
this country, and come to our cities, in which cities we, as 
practitioners, usually find our patients living under unsani- 
tary and unhygienic conditions, and the tendency is, in 
those people, to die from diseases which may have been 
inherited from their parents. In New York, on the lower 
East side, there is a block which contains more inhabitants 
than the whole city of Providence, of 170,000 people. Now, 
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under such conditions, what wonder is it that such people very 
easily succumb to pernicious influences, and yet these same 
immigrants to this country, go to the West, to the farms, and 
live a life which is brought about by the open air, and there 
is a tendency to overcome the inherited predisposition from 
their ancestors. 

Dr. Van Wagenen has quoted his own case as a survival 
of the fittest. I shall have to quote my own as a survival of 
the unfittest. Ineversaw worse. My grandparents on either 
side all died at young ages, with the exception of one uncle and 
one aunt. I never saweither of my parents. My own brother 
died at 40 of Bright’s disease. I myself had yellow fever in 
Brazil. I have had Asiatic cholera in the Philippines; was 
smashed to pieces during the Civil War, and here Iam. I 
have as good an appetite as you, Dr. Van Wagenen. I sleep 
well, and I am active at the present day, and yet there is all 
of my family who died before the age of 50, and I have long 
passed that age, and Iam still living. But I believe we must 
recognize the principle of inherited disposition, and at the 
same time I do believe the personal equation, the personal 
conditions of the applicants must very largely be taken 
cognizance of. 

Dr. Willard—May we hear from any other brother who 
wishes to discuss the subject further? If not, will Mr. Reiter 
make any closing remarks that occur to him. 

Mr. Reiter—In reply to Dr. Symonds’s remarks wherein he 
states that he was sorry I did not more fully digest the statisti- 
cal table, I might state that at the time the article was 
written I realized its possibilities for expansion, but I know 
that deductions drawn too hastily from statistics very often 
misrepresent true conditions. I therefore concluded to abbre- 
viate my article and if time permitted to make further investi- 
gation and go more into details at the meeting. Between 
the time the article was written and the meeting I was unable 
to devote the time I would have liked to have done. A 
few days before the meeting I obtained a copy of the 1870 
New York City health report and applied the death rate of 





238a Twentieth Annual Meeting 


that year to the living during the year 1905 and constructed 
a table showing by group of ages the number of actual com- 
pared with the probable deaths. 

The table is as follows: 


TABLE SHOWING THE ACTUAL DEATHS IN New York City 
DURING THE YEAR 1905 COMPARED WITH PROBABLE CLAIMS 
BASED ON DEATH RATE FOR THE YEAR 1870. ALL DEATHS 
UNDER AGE ONE ELIMINATED 





Age No. of Actual Probable Deaths Per cent, of 
eaths Approximated Decrease 





4,294 II,410 62.3 
1,850 4,859 61.9 
1,733 2,803 59.6 
. 740 1,824 59-4 
5 to 9g ine. 2,156 3,470 37.8 
wt “ 1,114 1,537 27.5 
1sto1g “ 1,739 2,394 27-4 
20 to 24 Inc. 2,794 4,897 42.9 
25to34 “ 7,347 11,398 35-5 
35 to44 “ 455 11,301 25.1 
45 to sy“ 7,660 8,608 II.0 
55 to 64 inc. 7,376 6,421 14.9 
Increase 
6,325 4,939 28.1 
Increase 
75 to 86 “ 3341 2,617 27.7 
Increase 
85 and over 868 853 2.6 
Increase 


65 to 74 














. 


This table confirms the statement that the remarkable 
decrease in the death rate is confined to the younger ages and 
the mortality has increased on older lives. The change from 
a decrease to an increase in mortality probably takes place be- 
tween the ages of 50 and 55. It isinteresting to note that the 
decrease between ages I and 2 is over 62 per cent. and this on 
each age or group of ages has fallen to 27.4 per cent. in 
the group of 15 to 19 inclusive. In the group 20 to 24 
inclusive the decrease in the mortality is nearly 43 per cent. 
and each of the three following groups the actual deaths rap- 
idly approaches, the probable deaths falling to only 11 per 
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cent. decrease in group 45 to 54 inclusive. All the group of 
ages following this shows an increase in the death rate. 

I thought it might be interesting to state that the number 
of deaths for each 1,000 living has decreased from 20.23 
in the year 1870 to 14.59 in the year 1905 and the average 
age at death has increased to 40.46 years in 1905 as shown by 
the following table. 


TABLE SHOWING AVERAGE AGE AT DEATH AND DEATHS PER 
I,000 POPULATION. AGE ONE AND OVER 


Average Age at Death per 1,000 
Year Death Living 





1870 31.34 yrs. 20.23 
1880 g2.8r 19.64 
1890 36.05 18.95 
Ig00 38.98 16.13 
1905 40.46 14.59 








. Rogers—As compared with what, in 1870? 
. Reiter—1870 was 31.34 years. 

Dr. Rogers—A gain of substantially nine years? 

Mr. Reiter—Substantially nine years in a period of 35 
years. Now, understand, I have eliminated all under age 
one. 

Dr. Rogers—I should like to ask Mr. Reiter if, in our final 
publication of his remarks, these facts can be grouped so 
that we may have them for lives from the age 20 up; sepa- 
rated from those under age 20, and the age 20 and above, for 
the reason that most of the members of this Association are 
interested in the Insurance of adults only, and in our public 
report, it would be very valuable to have a statement of 
that kind, if it would not be imposing too much on Mr. 
Reiter’s goodness. 

Mr. Reiter—No. Iam perfectly willing to do it, Doctor. 

Dr. Rogers—Have you the facts so arranged now? 

Mr. Reiter—No. The death rate in New York City over 
age one, in 1870, was 20.23 per 1,000 living, and in 1905 
it falls to 1.594. 
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Dr. Rogers—Is n’t it true, Mr. Reiter, that it is rather 
misleading to make very much use of the general death rate 
of the city in that way, because the age composition of the 
group is liable to be very variable. 

Well, I intended to speak of that. It is quite true that the 
grouping of ages is a variable quantity but on account of the 
great population in New York City the variable quantity 
should be at least, to a certain extent, equalized, therefore 
while the death rate by groups are only approximated, yet 
I believe it is sufficient to show the trend of the mortality 
which is all that is intended in presenting these special tables. 
The same is true in making comparison of the death rate 
under age one. During the year 1870 the deaths under age 
one was 577 for each 1,000 births and on same basis this has 
decreased to 158 for each 1,000 births during the year 1905. 
I have constructed a table which shows the death rate under 
age one for certain years from 1870 to 1905. 

The table follows: 


TABLE SHOWING BIRTHS AND DEATHS IN NEw York CIty 


Year Births Deaths under Deaths per 1,000 
Age One Births 





1870 14,524 8,383 577-0 
1880 27,536 8,725 317.0 
1890 39,250 10,288 262.0 
1900 81,721 16,640 203.0 
1905 103,881 16,522 158.0 











In other words, it has dropped since 1870 from 577.0 to 
158.0. 

Dr. Rogers—That is the infant mortality. 

Mr. Reiter—That is the infant mortality has decreased 55 
per: cent., which coincides very closely with the decrease be- 
tween age one and two, where we have a decreased mortality 
amounting to 62.2 per cent. 

(The additional statement requested by Dr. Rogers was 
later furnished by Mr. Reiter, and is as follows:) 
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AVERAGE AGE AT DEATH OF ALL DEATHS AT AGE 20 AND OVER 
IN New YorK CITY DURING CERTAIN YEARS 


Year Average Age 


1870 46.08 
1880 48.03 
1890 48.09 
1900 {50.15 
1905 50.61 


Dr. Rogers—Mr. President, I think we owe a great debt 
of gratitude to Mr. Reiter and also to Dr. Van Wagenen, and 
I move that to these gentlemen be extended the thanks of 
the Association. 

The motion was seconded and unanimously carried. 

Dr. Willard—I am sure we have been all very much inter- 
ested, and I want to say to Dr. Dwight that I did not say that 
Dr. Van Wagenen’s paper was not practical. I said it was 
not practical and it was practical, and I proceeded to talk about 
the practical part of it thereafter. This whole discussion 
shows that we can get out of hard concrete facts and speculate 
a little with profit. The whole tendency of to-night’s dis- 
cussion has been to speculate. I do not offer this as a fact. 
I merely suggest it, and it shows a little turning point in some 
of our discussions that is very delightful. 


There being no further business, the President 
announced the time of the morning session as ten 
o’clock. 

A motion to adjourn was made and carried. 


SECOND DAY. 


President Thomas H. Willard, in the chair. 

Drs. Root and Rogers having been appointed 
Tellers by the Chair, voting for officers for the en- 
suing year was proceeded with. 
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Dr. Willard—Before proceeding with the present order 
of business, which is the discussion of this joint report of the 
Committee of the Association of the actuaries, we will be 
very glad to hear from Dr. Fisher, who some time ago promised 
Dr. Rogers to get up the experience of his Company on the 
question of rheumatism and the Doctor is good enough to give 
us those facts at the present time. We will hear from Dr. 
Fisher. 

Dr. Fisher—Two years ago I promised our then President, 
Dr. Rogers, that I would work out our cases of rheumatism, 
and we have been keeping a record of certain classes of cases 
of rheumatism amongst them since 1893, and I have here a 
record of 6,051 cases taken during that period. Now we have 
taken these by lives. For instance, if we had several policies 
on an insured, and the policy in question, that we had this 
impairment marked up against had lapsed, and we knew 
from his other policies that he was still alive, we would carry 
him along as though he were insured, and we just simply 
took it on the basis that he was insured for $1,000, and if he 
died, he died for a thousand dollars. So we make it on 
lives. 

Now, of the 6,051 cases, the mortality for the period under 
observation was 49 per cent. That, compared with the same 
period, not covering the same years, but covering a large 
number of years of the general experience of the Company, 
was to be compared with 53 per cent., so that all of the rheu- 
matism cases that we have taken since 1893—this was carried 
up to January, 1908—showed the mortality had been four 
points better than the general average of the Company. 

Then we separated those out—this is all classes that had 
one or more attacks—where the attacks or attack had occurred 
within one year; within the year in which we tookthem. The 
mortality was eight points greater than that of all the cases, 
and then for two years it was practically the same; and then 
for other five years it was 52 per cent.; that is, five points 
better than between one and five years. 

Now, there were 5,541 cases where they had only one attack, 
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and the mortality was 49 per cent.; just the same as taking 
all the cases that we had under observation. 

Dr. Hamill—Is that by lives, Doctor? 

Dr. Fisher—That is by lives; yes, sir. And those that have 
had an attack within two years was 50 per cent.; only one point 
higher than within the first year to over five years. Where the 
attacks occurred over five years, we had 4,150 cases, and the 
mortality was 51 per cent. of the table; that is, actuaries’ 
table. Now, where they had two or more attacks, we only had 
250 cases out of the 6,000, and the mortality on that was 
seven points higher than all cases combined. 

Some of these figures are so small that they are not of much 
value. We only had 28 cases where there had been two 
attacks within two years, and the mortality was something 
like four times as great as where they had only had the one 
attack, but that was of very little value because of the small 
number. Now, we had 5,543 cases in which there were no 
other impairments. They were all separated out, and there 
was no other impairment; just simply the fact that the appli- 
cant had had an attack of rheumatism, and the mortality 
on those was 47 per cent., two per cent. better than the 
combination of all, and six points better than the general 
average of the Company. 

Now, where there were other impairments, we have had 
608 cases; where there were other impairments aside from 
the rheumatism, such as excessive weight and light weight, 
and certain family records, and so forth, and the mortality 
on those was 15 points higher than the general average of all 
the cases under observation. We had 476 cases in the “‘other 
impairments’’ where the attack had occurred over five years 
prior to our accepting the risk, and the mortality on that was 
practically the same; 15 points higher than the general 
average, so that we find that the more recent the attack, 
the greater the mortality, and the greater the number of 
attacks, 

We have been very conservative in accepting these cases, 
and on all that we have taken the mortality has been a little 
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bit lower than the general average of the Company covering the 
same number of years. 

Now, there is another item here that we have taken note of, 
that may be of interest to you, and I am sure it was of interest 
to me. That is, about 15 years ago in talking to some of 
the medical directors here, I found there were some of them 
that did not permit a medical examiner to examine a patient 
of his, and it was very interesting to me. I supposed he 
had some statistics to base that conclusion upon, but I 
found it was simply an impression. But I had an impression 
directly the opposite of that; that he would get better results. 
While we all know that occasionally we feel that possibly a 
family physician will favor his applicant; put the matter in a 
different light than he would if he was not a patient, in the 
great majority of cases we get a good deal more information. 
That is the way I reason; that we get more information from 
a family physician, if he is the company’s examiner, than 
we would from a stranger examining that applicant. 

We had 3218 cases under observation. That was for the 
year 1894, and we carried that up to January last, a period of 
fifteen years, and we find on all the examinations made by 
the examiner of the company, and the family physician of 
the applicant, that the mortality is six points better than the 
general average of the Company covering a large number of 
years, and we took it the first year, and from the second to 
fifth years, and then after five years, and it is uniformly good. 
Now, we had some few examinations made by family physicians 
that were not appointed, and the mortality is only two points 
higher than those examinations made by our regular appointed 
examiners, who were the family physicians, and a few cases 
that raised the mortality occurred in the first year of insurance. 
We also covered a period of two years where we were com- 
pelled to use a non-partisan examiner, and the mortality 
on those was only five points higher than the general average, 
so it shows that the medical man, as a class, is a pretty honest 
sort of a fellow. 

We have also taken our mortality since we have gotten 
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our medical examiners down, so that the agents have nothing 
to say about the appointment of examiners, and we find that 
we save something like 12 per cent. on the first five years, 
over the period where we were not particular in the appoint- 
ment of our examiners, as we are now. 

We have taken a record of all the cases where the applicant 
had previously had albumin in urine, and we never, of course, 
take a case where the applicant has albumin in the urine 
at the time of examination, if we know it. 

We had under observation for the years 1903 to 1907, 
carried up to 1908, 1185 cases, and the mortality of the whole 
class was something like four points greater than our general 
average covering a like number of years. 

Dr. Hamill—Doctor, may I interrupt about that albumin? 
Do you mean if the albumin is present at the time of accept- 
ance? 

Dr. Fisher—No; say that possibly we had declined a man 
on account of albumin within one year or six months or 
five years prior, or our doctor may have examined him and 
found that albumin present. Well, we would keep him under 
observation the regular time, and have him appear, and we 
usually examine these at the home office, and if we take him 
he would be in this class numbering 1185 cases. 

I do not know how extensive the use of the sphygmomano- 
meter is, but in amounts of $25,000 and over we require it 
in all cases where the applicant is 40 or more years of age. 
We started in in August, 1907, and up to June, 1909, we had 
declined 139 cases on account of high blood pressure, and we 
rounded those up on June 1st, and found that four of them 
had died, giving us a percentage of 208 of the table. 

Dr. Rockwell—What did they die from, Doctor? 

Dr. Fisher—Well, the first case I remember was a gentleman 
residing in New York here, and our examiner found the blood 
pressure to be 180. I think he was a man about 50 years old, 
as I recall, so we required two or three readings, and they were 
uniformly high, and the application was placed on our files, and 
he was told to call time and again, and it remained there about 











246% Twentieth Annual Meeting 


a month, so I wrote to the doctor and asked him why he did not 
follow that case up and send us a sample of urine that we 
had called for. He said that he had called on him a few days 
before that, and called at his office, and found that he had 
gone down to Florida; not for his health, but simply for a 
vacation. The application was placed on file again, and 
remained there about a month longer, so I wrote the agent 
and asked what had become of that man, and he wrote back 
and said—it was a strange coincidence—that he had received, 
a day or two before, word that that man had died of apoplexy 
in Florida. 

Another case here in New York. I do not know if the 
man is dead, but we were keeping him under observation. 
The examiner went down a couple of weeks after he had taken 
the last reading, and found that the man had had a stroke 
of apoplexy, and I followed the case up, and the last I heard 
of him he was insane in an insane hospital. 

The third case is a man 60 years old, a man apparently 
in vigorous health. I had known the man in Milwaukee for 
a number of years, and he was examined there at the home 
office, and they found nothing wrong with him. About three 
months after the examination, he went out west; out into 
the mountains, and did considerable mountain climbing, 
and was travelling out there, and he was troubled with a 
great deal of vertigo. He came home, and one of our physi- 
cians diagnosed a dilatation of the heart, and about a few 
weeks after he died. 

Dr. Dwight—What was his blood pressure? 

Dr. Fisher—His blood pressure was only 160. He was 
not included in this 208 percentage. That man we issued 
a policy to’ (he was 60 years old, with 160 blood pressure); 
but fortunately for the company, he did not accept it. Now, 
I think it would be well, and interesting to all of us, to know 
what the other companies have done with the sphygmomano- 
meter. I would like to hear from Dr. Rogers on that, if there 
is no objection. 

Dr. Rogers—Mr. President, the New York Life has been 
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working with the sphygmomanometer for a number of years, 
We at first used a spring apparatus, which I discovered in Paris. 
It proved unsatisfactory, and we developed in our office an 
aneroid apparatus, which, up to this time, has proved very 
satisfactory. I feel at liberty to mention the aneroid sphyg- 
momanometer, because, although that instrument is one of 
my own devices, and the sleeve that goes with it, yet I have 
transferred all my rights, title and interests in it to the 
young man who assisted me in developing it, and so my 
interest in it is entirely sentimental and scientific. 

We now use the sphygmomanometer in all cases for large 
amounts. We have not insisted on its being used as exten- 
sively as Dr. Fisher has, but as time goes on, I am more 
and more convinced that Dr. Fisher’s course is the correct 
one, and that the time will come when, in order to pro- 
tect ourselves from the high mortality of the advanced ages, 
we shall all be using it as a routine matter in persons—I 
should hardly be willing to go as lowas 40 years—certainly 
45 yearsand over. We shall all be using the sphygmomano- 
meter as a routine procedure, just as we have for some years 
examined the urine as a routine procedure. 

Now, with respect to the blood pressures that may be re- 
garded as normal for the various ages, I always look on a 
blood pressure of 160 as showing a quite doubtful condition. 
I think we have no right to look with complacency on a blood 
pressure above 150atanyage. Iknow from repeated observa- 
tion, that a low blood pressure is to be expected in thoroughly 
sound men of quite advanced age, and while arterial degenera- 
tion is one of the marks of senility, and a man 60 years old 
is somewhat senile, yet I believe that his blood vessels fur- 
nish the most distinctive expression of his age, and that when 
you get a blood pressure of 160, you have found an old 
man, a man who is, in my judgment, older than 60 years. 

There is no doubt from the paper that was read last night, 
that in modern life, the conditions that we have to look out for 
are an increasing mortality among persons advanced in age. 
Whether that will still progress as it has since 1870 and 1880, 
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as was shown in the discussion last night, I feel rather doubtful. 
I believe that the common sense of humanity must come 
to the rescue, and prevent this great increase in mortality. 
At the same time, we have got to look out, in advancing 
years, for the various evidences of senile degeneration. I 
do not know of a direction in which we can most surely 
find them than in the condition of the blood-vessels. I 
think that the change takes place there long before changes 
occur in other vital organs, so that I hope the practice of 
making observations with the blood-pressure apparatus will 
be extended among all the companies. It will make it easier 
for those who do practise it, to continue. 

As I have already said, the New York Life has so far limited 
it to its larger risks; $25,000 or over, and for persons 45 years 
of age or over. Later, I shall hope to see it extended to all 
cases above 45 years of age. 

Dr. Porter—Mr. President, I have been especially interested 
in Dr. Fisher’s remarks, as I think they show a line of study 
that is really of the greatest value to us at the present time. 

In regard to the use of the sphygmomanometer, the Mutual 
Life at the present time has about 25 instruments that are being 
used by their referees in various parts of the country, each 
one of these gentlemen having been personally instructed 
at the home office in the use of the instrument. The results 
have been most gratifying, beyond any question of doubt, 
but there is an element of danger, of course, as we all appre- 
ciate, in placing the sphygmomanometer in the hands of any 
but one who may reasonably be called an expert, through the 
thorough training in its use. Take those who have used it 
the most, and you will find a variation in two observations 
of at least five to ten points. Probably that makes no 
difference if the reading be 120 or 130, but if it be 155, or 150, 
it is of very decided importance. Therefore, where we have a 
reading say above 150, or 155, we invariably require subse- 
quent tests to assure us, or to eliminate rather, the personal 
equation of the physician. With the same individual, there 
will be found, not infrequently, a variation of five to ten 
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points in two or three readings, so that we instruct our repre- 
sentatives not to be content with a single reading but to take 
an average, we will say, of eight to ten readings, taking plenty 
of time. In that way we eliminate a possible error, which 
may work an injustice, either to the applicant or to the Com- 
pany. Our plan is ultimately to extend the use of this instru- 
ment to all of our representatives who have been trained 
at the home office, and instructed in the use of the sphygmoma- 
nometer, and I believe this practice should be followed 
invariably. 

There are certain of our older representatives, and more 
prominent representatives, of course, who are teachers 
in internal medicine and physical diagnosis, who are perfectly 
well equipped, and have the instruments in their offices, and 
we would accept readings of such medical men, but otherwise 
confine it to those who have been directly instructed at the 
home office. 

With regard to the care which Dr. Fisher has observed 
in the selection of his examiners, and the limitation of work 
to his regularly appointed examiners, I think that too much 
cannot be said. This is a difficult problem, in view of the 
agency interests which are always antagonistic, and the 
difficulty, in certain sections, of obtaining either capable men, 
or men who have sufficient tact and personality, which will 
permit of their being satisfactory examiners, and not inter- 
fering with the proper handling of a business. To overcome 
this difficulty, we use the gentlemen of whom I have spoken, 
who are trained at the home office, and they, in turn select 
the examiners, as far as possible, from personal acquaintances, 
or personal interview, and that, we find, helps us considerably 
in our selection, and overcoming the difficulties which would 
otherwise exist. 

I think that factor alone is going to result in as great a saving 
of mortality as any other move that can possibly be made. 
We are greatly indebted to Dr. Fisher for the presentation of 
these subjects, and I trust that we may all make careful obser- 
vations, and bring figures, as Dr. Fisher has this morning, in 
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order to show exact, definite results in these various directions; 
particularly the two to which I have referred. 

Dr. Rockwell—For some time the Equitable has realized 
the importance of figuring the blood pressure. Formerly 
we used the mercurial instrument, but that was very un- 
satisfactory, particularly when cases had to be examined 
away from the home office, and it was not until we got hold 
of the instrument which has been devised by Dr. Rogers, 
that we were able to introduce the use of the sphygmomano- 
meter generally to our examiners. In the large cities, the 
chief examiner is supplied with an instrument, and we require, 
in all of our large cases, a routine taking of the blood pressure. 
We also require it when albumin is reported in any amount. 
The doctor who finds albumin is instructed to send a sample 
to the home office, in a mailing case, which we provide for that 
purpose, and also to take the blood pressure of the applicant, 
with one or more readings. 

We agree with Dr. Porter that it is useful and advantageous 
to take it more than once, because I have myself found that 
the same instrument, taken in the same way, in the same 
individual, during one day, will show a very decided difference. 
I have particularly in mind a man who had just had his lunch, 
had a cocktail and a cigar, and the pressure was very high. 
Some time afterwards, after he had gotten over the effects 
of that, the pressure had appreciably decreased. 

There is one point that might be interesting. I have had 
two cases in which men appeared for examination with second- 
ary syphilis. That is, they were under treatment for syphilis, 
and the eruption was on the body, and in each one of those 
cases the pressure with this instrument was only 110, which 
was interesting, to show the low pressure, perhaps, in syphilis. 
There is one thing about this instrument I would like to 
ask Dr. Rogers—whether he is having any particular trouble 
with it. We have several back in the repair shop most 
of the time, and a man was down yesterday who said that 
what they intended to do is to have a supply on hand, so 

when a defective instrument is returned, they will immediately 
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furnish another one. It embarrasses us when working to have 
these instruments back in the shop. When they work right, 
they are very satisfactory to us. 

There is no doubt the instrument has to be treated with 
some care. It has to be treated as carefully as you treat a 
watch. The instrument makers have had some trouble, I 
understand where the instrument is allowed to snap back 
too quickly. If the pressure is taken off the instrument at 
once by pulling the tube quickly away from it, sometimes the 
needle will slip on the pin, or even the ratchet inside will be 
torn or destroyed, or rendered defective in some way, but in 
handling the instrument, if, at the close of an observation, the 
rubber tubing is seized between the thumb and finger, just 
where the tubing leaves the instrument, and pinched, the pres- 
sure is taken off the instrument so that there is no recoil. 
The tube can then be withdrawn slowly. If it is pulled away 
suddenly, you are apt to disarrange the internal mechanism. 
As in all instruments based on any sort of mechanical con- 
trivance, you never can be absolutely sure of it unless, from 
time to time, you check it up. Take some young person, 
a healthy young adult, and measure his pressure once in 
ten days or two weeks; or, if you get a very high observa- 
tion, for example 180 or 190 or 200, and you feel doubtful 
about the correctness of it, put the instrument at once on 
somebody you feel pretty certain of, and if you get a 
correct reading with regard to that young person, you at 
once know your observation with regard to the other person 
is correct. Another very useful procedure is to connect the in- 
strument up by means of a piece of tubing with the column 
of mercury instrument. This sphygmomanometer will never 
entirely replace the column of mercury instrument. The only 
advantage it has over the latter is that it can be used in 
routine work, at the bedside, or outside of the examiner’s 
office. I am hoping that some day a still more portable 
and convenient instrument will be devised. If Dr. Rockwell, 
will instruct his examiners to pinch the tube, and nurse 
it off from the instrument, I feel sure that he will not have 
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his instruments back in the repair shop. I have in my 
desk an instrument which I have used many times each week. 
I have had it for the past three years. It is the original 
instrument that these people got up for me when I was study- 
ing the subject. It is almost as big as the steam gauge on a 
locomotive. It is absurdly big. It is the grandfather of 
the thing, but it has never gotten out of order. There is an- 
other point about the instrument, and that is the graduated 
dial is movable, so that you can shift it or adjust it to varia- 
tions of atmospheric pressure. This ought always to be done. 
Taking it by and large, it works as well as you can expect 
any mechanical contrivance to work. 

Dr. Porter—The suggestion of Dr. Rogers of taking an or- 
dinary healthy individual and taking a reading from him, will 
be of service; but, to be accurate, it is a good idea, in the home 
office, to have the mercury instrument, and as a routine prac- 
tice make the comparison, and have the instruments in the 
home office compared at regular intervals with the mercury 
instrument. 

I neglected to say, when I spoke before, that our practice 
is in all cases examined at the home office, to have the sphyg- 
momanometer used, and the cases for the larger amounts 
outside of the home office. But when they are examined 
in New York City, the sphygmomanometer is used. The 
practice in the branch agency headquarters, where instru- 
ments are in use, is to have them used uniformly where the 
examinations are made in the company’s office and in the 
larger cases, outside of the office, the errors to be eliminated 
by different readings of the instrument. But the chief points 
one has to guard against is to be sure your tube does not leak. 
You cannot get as accurate results as where it is absolutely 
tight. Where it keeps falling back, you cannot be sure just 
where you get the elimination of the pulse. Renew your 
tubes frequently, and compare the instruments with a mercury 
column, and the dangers of error will be reduced to the 
minimum. 

Dr. Willard—For the benefit of those who still feel they 
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can judge of the tension by the finger, I should like to cite a 
case at the home office last week, to show how extremely 
impressive it was to us. A man of 49 was believed to have 
positive pulse tension. Three of the home office looked the 
man over, and we figured that possibly there was some pulse 
tension, and we put on two different makes, one the original 
Bishop, and the one which is a modification of the Janeway. 
The reading that morning was 232, and the reading the subse- 
quent morning was 230. 

Dr. Emery—I want to call attention to the necessity of 
multiple observation. There are so many causes for the 
increase of tension, which are temporary and evanescent, 
that we are oftentimes likely to make a wrong reading upon 
a given case. Speaking from my own observations, my own 
personal observations, I am getting like the boy who had 
eaten the green apples; I have inside information; a good dose 
of calomel, followed by some carthartic in the morning, and by 
abstaining somewhat from usual foods, has often produced 
a reduction of thirty points in the reading. That is by way 
of showing how the thing can be overcome, even in a case 
where you have steady high tension. 

Dr. Porter—We should bear in mind the fact that the agents 
have already learned of these facts. 

Dr. Emery—Temporary indisposition will also raise the 
tension to an abnormally high degree, and therefore I say 
we should have more than one observation before turning a 
man down. 

With regard to the use of the sphygmomanometer, I think 
there ought to be some attention given to the character of th~ 
tissues, as it requires a good deal more pressure to stop off 
the pulse where the tissues of the arm are soft and yielding 
than it does where the tissues are hard and firm, and that ought 
always to be taken into consideration. I can hardly agree 
with the speaker who said that there might be a difference of 
from five to ten points in the readings of two experts. I hardly 
think that that ought to occur. A difference of from three 
to five points might occur, but from five to ten points would 
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be, with a column of mercury, certainly unusual with experts. 
I know from my own readings, from those of my assistant, 
Dr. Craig, we scarcely ever vary more than three points, and 
I do not see any reason why it cannot be done with those 
accustomed to using the instrument. 

Dr. Scadding—The small Leonard Hill Clinical sphygmo- 
manometer, is a small sized instrument, which, for snapshot 
purposes certainly is excellent. I have used it myself in a 
large number of cases. It simply has an air bulb. It is 
about the size of an ordinary thermometer, has an air bulb, 
and is placed, of course, directly over the radial artery, and for 
all ordinary clinical purposes, gives very excellent results. 
It is exceedingly cheap; can be bought for ten shillings, and 
gives very good service. 

Dr. Porter—Have you compared the results with other 
instruments? 

Dr. Scadding—Yes; with several other instruments, and 
found it extraordinarily good. 

Dr. Rogers—How long is the glass tube? 

Dr. Scadding—Not more than five or six inches, and it 
comes in a case like the thermometer case, and the bulb 
collapses. It is being used a good deal in England for clinical 
purposes, and Leonard Hill, who is very accurate, of course, 
states he has found it quite reliable. 

Dr. Rogers—Where is it made? 

Dr. Scadding—lIt is made by the Hicks Thermometer people. 

Dr. Hamill—The method of observation we have been 
accustomed to, is to disregard the usual instructions in the 
matter, and placing the arm band to obliterate the pulse en- 
tirely, no matter what pressure might be necessary, say 
we run it to 200 and upward. The pulse is gone, and then 
we decrease the pressure gradually until the return of the 
pulse, and regard that figure, and pay no attention to the 
diastolic pressure at all, for this reason; that the systolic 
pressure, I think I am safe to say, is greater always than 
the diastolic. It is a question of physics and a question of 
dynamics. If there is a pressure to be exerted intermittently, 
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the greater pressure is more significant than the lower. If, 
in other words, the man is in danger at 180 systolic, he is in 
less danger at 174. I wrote to a gentleman in Philadelphia, 
who is an experienced examiner, and he gave me an idea 
in regard to that. I told him that in our uniform method 
of observation, we disregarded the diastolic. The doctor 
wrote in his reply that sometimes it was indicative of the 
value of regeneration. For instance, a man who had a 
regurgitant cardiac murmur, and would show a systolic of 
140 and a diastolic of 135; so the question of largely increased 
systolic pressure would indicate, pending explanation, a 
leaky valve. We know the blood pressure, and I cannot 
see the significance of the thing, and until we are better 
informed on this point, we shall use the systolic pressure 
only, and content ourselves with recording that. We use it 
in our office in large cases, and in doubtful cases, no matter 
what the amount may be. We use it in the field by paying 
a special fee for its use, to those who are competent. We do 
not allow anybody to use it, but have it referred to somebody 
who is supposed to be competent. We always make more 
than one observation, because one is practically useless. You 
will pardon my making a personal allusion. In the New York 
Life office on one occasion, I had my own blood pressure taken, 
and it was pronounced to be 180. Well, it worried me a little. 
It did not press particularly hard on my mental atmosphere, 
but still a blood pressure of 180 was perhaps in the uncomfort- 
able region. I was subsequently taken ill, not because of the 
blood pressure, but because of something else. I was under 
observation of a specialist in New York City, and my blood 
pressure was 124, and after repeated observation, it never 
exceeded 130. 

Now, if I had been judged by the single observation, I dare 
say the medical director of the New York Life would have 
turned me down, though subsequently repenting of his pro- 
cedure, and taking me for a policy. If there is anything in 
the diastolic pressure, I would like to know what it is. 

Dr. Stebbins—I would like to know what companies are 
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doing as to compensation for blood-pressure tests. I know 
from personal experience that it puts me to a great deal of extra 
inconvenience many times, and especially so if I have to make 
repeated observations. The company which I represent pays 
$2.50 extra for such examination. I would like to know 
what the custom of the other companies is, where these 
examinations are required? 

Dr. Willard—If there is anyone who wishes to vote, who 
has not yet voted, they may do so. If not, I will declare the 
polls closed, and we will listen to the report of the tellers, if 
they are ready to report. 

Dr. Porter—Our Company pays no additional fees for a 
blood pressure test any more than we would for examining ad- 
ditional specimens of urine. That is part of the routine prac- 
tice, and if the examiner has to take half a dozen readings we 
expect him to do it without additional charge, precisely as he 
would be obliged to examine half a dozen specimens of 
urine to clear up a case, and we have had no difficulty in 
handling it on the $5.00 fee basis. 

Dr. Fisher—Our Company has never paid an extra fee, and 
we do not intend to pay an extra fee, and we have never been 
asked to pay an extra fee. It is just along the line of regular 
routine examination. It is very rarely that they are called 
upon to examine several times. Of course, if you find a high 
pressure, you require several readings. If you find a normal 
pressure, why, there is only one reading. 

Dr. Maxwell—I would like to ask Dr. Fisher if the Company 
furnishes a sphygmomanometer. 

Dr. Fisher—They do not, any more than they would furnish 
a stethoscope. We expect that our examiners are up-to-date 
men and have got these instruments. 

Dr. Rockwell—In the Equitable the fee for the examination 
covers any examination that we might make of that character. 
We do not pay anything extra. 

Dr. Willard—While waiting for the report of the tellers, 
I would say that the special order of business for this morning 
was a very earnest discussion of the subject which was brought 
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to our attention by Dr. Dwight yesterday; the report of the 
Special Committee regarding the investigation of mortality, 
in conjunction and collaboration with the actuaries. 

The main points, of Dr. Dwight’s remarks, were that the 
very large majority, some 79 per cent.—that is, companies re- 
presenting 79 per cent. of the policies in force in this country, 
had signified their willingness to participate in this investiga- 
tion; that a few companies who had not signified their inten- 
tions of joining, were anxious to know further details and the 
assumption is that if satisfactory answers can be given to their 
questions, that they will be willing to participate also. It 
certainly would be a desirable thing to have a practically 
unbroken front, so that the medical directors can, in collabo- 
rating with the actuaries, show that there is an absolute un- 
animity of opinion as to the value and desirability of such an 
investigation. The point of difficulty in some instances may 
have been as to the manner in which the data already in 
possession of these companies must be given to the Committee, 
and I think the Committee has made it fairly plain that almost 
any form in which definite and precise data has been accumu- 
lated by the Company will be received by the Committee 
and made use of. It is our purpose this morning to have 
any of the companies whose representatives here have not 
signified their intention of joining, ask such questions of the 
members of the Committee as may fully enlighten them, 
so that, if possible, and without undue haste, we can go forth 
from this meeting and be absolutely a united body on the 
subject. If there are any questions to be asked of the Com- 
mittee, I would be glad to have them propounded now. 

Dr. Frank Wells—Mr. President, I feel thoroughly convinced 
that we are on the proper track in the combination of medical 
directors and the actuaries, for while we medical directors may 
present conclusions to our Company, which are treated with 
respect, yet, not altogether in the way we might desire. I 
think the companies believe in their actuaries, and hence a 
combination, in my mind, will carry greater weight with the 
Company, once the results are presented. 
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In regard to the subjects which have been suggested, I 
am convinced that my Company will be able to contribute 
nothing. For instance, syphilis. In the many years that 
I have been a director of the John Hancock Company, I 
have never knowingly taken a case of syphilis; hence, we have 
no mortality. 

In cases of rheumatism, if the applicant has had a case of 
acute rheumatism, or if he has had two, or certainly three, 
that risk is turned down; hence we have no statistics of 
mortality to present to the Investigating Committee. 

Dr. Rogers—I should like to ask Dr. Wells if he means that 
within the range of the entire scope of this investigation, his 
Company will have nothing to contribute? It is true we will 
probably investigate syphilis, of which Dr. Wells has taken 
none. There are probably a number of other conditions 
to which Dr. Wells’ Company cannot contribute, but I cannot 
think that Dr. Wells’ selection has been such that his com- 
pany will not have a hundred things, or perhaps fifty things 
that we all want to know something about. I sincerely 
hope that Dr. Wells will use his influence with his Company, 
to get his Company, which must have a large quantity 
of information, to co-operate with us. There are a great 
many more things than any of us can imagine that will 
come out of this investigation, and I am sure his Com- 
pany, and every company represented here, will have a very 
valuable amount of data to contribute to us when the scheme 
is thoroughly started. We shall have, as I look at it, 
quite a wide range of data. It is not with regard to syphilis. 
It is not with regard to rheumatism or any one thing alone, 
but the scope of this investigation, if it is what it ought to 
be, will be as broad as to leave mighty little left unsettled in 
making selections when it is completely finished. 

Dr. Wells—Mr. President, my Company long ago sanctioned 
this inquiry, and agreed to contribute its data to the general 
statistics. I simply referred to two subjects which are under 
discussion. I know perfectly well that we have had large 
experience in the other subjects which will be called upon, 
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and certainly I know, as Dr. Rogers has said, that we are able 
to contribute, and shall be able to contribute, perhaps, a 
good deal to the inquiry. I simply referred to two of the 
subjects upon which we have no data. 

Dr. Fisher—We have in the last fifteen years taken 6000 
rheumatics, and our results have been favorable. It is true 
we have only taken within the same period about 300 syphili- 
tics and the mortality has been one half of one per cent. lower 
than the general experience of the Company covering the 
same period. If you can select safely and if this is going to 
enable us to take certain classes that we have not been in the 
habit of taking heretofore, we ought to have it. There would 
be more uniformity in our accepting and disposing of the 
different classes, and I am heartily in favor of this whole 
affair, if I only know what they are going to do, and that they 
are going to do it thoroughly enough, and that is what Iam 
trying to get ligh’ on this morning. 

Dr. Wells—I am very much in favor of it, and to show 
that I am in favor, I will state that my Company promised 
over a year ago to join in this work. As I understand it, it is 
to find out whether we have been too lenient or too strict 
in our treatment of these different risks, and we should be very 
glad indeed, if any statistics would show us that we have been 
perhaps too strict in regard to the treatment of syphilis, or the 
treatment of rheumatism. I should like to know it, and that 
is what we are trying to do: to convince ourselves of one thing 
or another. 

Dr. Rockwell—As far as the position of the Equitable is 
concerned, it does not look with favor upon all information 
of this sort, and on its practical bearing in our selection of 
risks, it is simply a matter of expediency. We have at the 
present time quite a large department known as the Statistical 
Bureau. The force is constantly being added to, and we 
are endeavoring to get some information out of our own 
experience, which we think will be valuable. It is simply 
a matter with us of knowing what is to be expected, and how 
they are going about it. If there are to be two investiga- 
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tions; one by the Actuarial Society and the other by the 
Medical Directors Association at cross purposes, we prefer to 
wait until we find they have amalgamated. 

I think I can safely say that after hearing Dr. Dwight’s 
report, and talking with him this morning, that if the data 
which the Equitable has, which is considerable and is valuable, 
can be used, the Medical Department would recommend to 
our executive that we co-operate. 

Dr. F. C. Wells—The Equitable is heartily in favor of this 
move. Certainly the Medical Department is, and we will 
do all in our power to aid and assist. We were asked for certain 
information, and to furnish certain data as to what, in our 
opinion, would be the best lines of investigation, and person- 
ally I do not feel that we have had quite enough time in the 
last ten days to thoroughly digest that question. It is a 
tremendous question, to go through the different lists and find 
out just what we want, and we were in the position of those 
seeking for more information before we submitted the question 
to the executive, as it will involve expense; I feel however, 
after hearing the report of the Committee that we will take 
it up energetically. I should like to see the investigation 
proceed on somewhat different lines than it did ten years ago, 
and I think that can be done. 

Dr. Tabb—Mr. President, I would like to say, for my Com- 
pany, that the only fear we have is that we have not the data 
and material available for the purpose. I, personally, am 
heartily in favor of this thing; at least the Medical Depart- 
ment is, and as I have previously signified, we would be 
perfectly willing to contribute our part of the expense, as 
soon as we can understand here what is expected. 

Dr. Toulmin—There is no company whose business is so 
small, that their contribution will not be of exceeding value in 
the whole work, because it is unquestionably going to make a 
very comprehensive investigation, and in addition to the help 
that the actuaries will give us, from their knowledge of this 
class of work, they bring to us a large number of companies 
not associated with the Medical Directors Association, and 
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while, as a matter of fact, those companies do not have a 
large number of lives, as not one of them is what may be 
called a large company, yet in such a study as this, every 
single individual life adds to the value of the final conclusions 
reached. 

I was most enthusiastic about the work when we first, as 
a medical association, expected to doitalone. Iam still more 
enthusiastic now that we are to be joined by the Actuarial 
Society. 

In the last paragraph of your address yesterday, Mr. Presi- 
dent, I think you “hit the nail upon the head”? when you 
said that if we can get away from the “I thinks” and “I 
believes” and “I hope sos,” and “I supposed I knew,” we 
have reached almost the millennium. 

There is no question at all that the work will include 
practically all of the important questions in the application, 
and while some companies will be satisfied to state and study 
perhaps twenty or thirty or fifty so-called impairments, the 
cards will contain many others, and any individual medical 
director, or any company, can continue the study on as broad 
lines as anybody could wish. © 

Dr. Willard—There is one man who is not on the other side 
of the fence; he is just on top of the fence, and ready to fall 
right over into our arms, and he has asked questions in a 
general way as to just exactly what is the meaning and scope 
of this proposed joint investigation. Now, he did hear that 
report yesterday, but it may be that further elucidation of the 
plans of the Committee will enable him to make up his mind 
as to what he is going to recommend his Company to do. 
If Dr. Rogers or Dr. Toulmin or Dr. Dwight will answer him, 
perhaps we can get this matter settled now. Perhaps Dr. 
Dwight had better say something. 

Dr. Dwight—Mr. Chairman, I am not going to, at this time, 
say very much, but it is an important matter and one that I 
think should be plainly in our minds. I am sure it is in the 
minds of the rest of the Committee, and of the Association. 
That feeling which, as I understand, Dr. Fisher has, is one 
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which we too have. That is, if this work is to be done, it must 
be done thoroughly; it must be done right, and it must be 
done in such a way that we shall not have to go over all this 
work again, and we shall not have to ask this company or that, 
or all the companies, to do their work over again, now, or 
any time in the immediate future. 

A resolution read by Mr. Rhodes at a recent meeting 
outlines the position of the actuaries as follows: This com- 
mittee, in conjunction with the Committee of the Medical 
Directors Association is to present to the companies a com- 
prehensive scheme for a new specialized mortality investiga- 
tion along the lines proposed by the Committee of the Medical 
Directors Association. 

It being understood that the investigation will be carried 
to its full logical conclusion. 

As I understand, what Dr. Rhodes meant by that motion, 
and certainly what I think the Committee meant by their ac- 
tion, is that we should make a comprehensive investigation, 
and that we should carry it to its logical conclusion, which, 
as I understand it, is this: That we should, so far as possible, 
pick out those problems which, in the minds of the members 
of this association, are most important to be settled; that we 
should put on the card as many of those subjects as can 
be put on a card, which will allow of rapid sorting, rapid filing, 
and rapid handling; in other words, as many as can be handled 
by the machine. We should not insist that you stop there. 
If any company wishes to go into it more thoroughly, why, do 
so; but that those companies who have no plan at present, 
who have no system at present, should be advised to go at 
least that far. How many subjects should be included I do 
not know. Dr. Rogers is better capable of answering that 
than I am, but my position is that we should be able to 
investigate about 100 subjects on that card, which, by multi- 
plying cases, would be more than a hundred classes, by 
sub-division or multiplication. That those should not be 
chosen by the individual members of the Committee. We 
do not want that responsibility. It is not the question 
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that I want to investigate; it is not the question that Dr. 
Rogers wants; it is not the question Dr. Symonds wants; 
it is what you gentlemen want, and is for that reason that 
we sent out that request. While you might make mistakes 
and leave out some, if you put in the large number there, you 
would practically cover the. ground of 75 problems that you 
would like to have settled. 

We have arranged these problems ona slip. We only heard 
from four companies, but those companies sent in, all together, 
112 or 115 subjects. Now, since that time, I have received 
letters from four others. I have not tabulated them, so I 
do not know how many. Of those four companies there 
Were 15 or 16 subjects that all of them wanted investigated. 
Now, I assume, that your Committee, when it gets together, 
will find out exactly how many questions we can put on a 
card; that then we would take those which are the most im- 
portant, apparently, and investigate those; that they will 
be worked out as thoroughly as the Actuarial Committee 
and the Medical Committee feel it proper; that at the end 
of that time all of that material reverts to the Company 
forwarding it to us, and they can carry it out just as many 
times as they want to. These cards will not be the property 
of the Committee. They will not be kept or lost, but are 
very valuable assets and the Committee will return them 
to the Company. I can assure you that from our experience 
those cards alone in your hands, after you have made all the 
investigation that you really think is necessary, are worth much 
more than they cost, for additional questions as they come 
up. Little things you have not thought of; they are always 
at your hands. 

So I think I can assure Dr. Fisher, that even if your Medical 
Committee does not want to do this thoroughly, they will be 
forced into the position of doing it by the actuaries, and 
Iam sure that if the actuaries do not want to do it thoroughly, 
we will force them to. As a matter of fact, we are both after 
the same thing. We all want to do it thoroughly, and then, 
remember, after we have done all that we expect to, these 
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cards which are for your use, will be returned, and you can do 
anything with them that you want to. This, as I understand 
it, answers Dr. Fisher’s main question. 

Dr. Fisher—Well, I have n’t heard anything as to what 
the Actuarial Committee proposes. 

Dr. Dwight—Yes, it is understood that the actuaries, 
through their Committee, shall do for the actuarial side, just 
what the Medical Committee are doing for the medical side; 
that they shall acquire from their actuarial brothers, the 
questions they want to have settled, having to do not only 
the purely actuarial subjects, but those having reference to res- 
idence; to race; to occupation; probable beneficiary, and 
amount of insurance. All of those will come under that 
actuarial side of the problem, which will be added on. 

I should be very glad if there is anything else, Dr. Fisher, 
if you would ask it now. 

Dr. Fisher—I received, to my knowledge, no communication 
from the Actuarial Committee as to what they proposed to do. 

Dr. Dwight—No, sir, because it is impossible, as they have 
just had their meeting. They could not. The Committee was 
only appointed a week or ten days before this meeting, and 
then they went to Springfield and had their annual meeting, 
when the action of their Committee was ratified by the Actuar- 
ial Society. They have had no opportunity to go into de- 
tails. As Dr. Wells just suggested, we hardly gave you time 
to prepare a list, but they are working along the lines which 
the Medical Committee are. 

Dr. Fisher—As I understand, it the Medical Committee 
proposes to get suggestions from all the companies, and then 
select out from those the most important, and as many items 
as can be handled from the medical standpoint. 

Dr. Dwight—Yes, sir. As to the mechanical method, I 
think the actuaries are in favor, as well as most of the medical 
Society, of using the method for sorting and tabulating. 

It is not necessary for you to furnish material in that form 
unless you want. We do not ask you to furn:sh material in 
any special form. We do not ask you to use that code or 
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that card. It is only if you prefer it, and then the appointed 
committee will pay all the expenses and do all the work of 
tabulation. If you prefer, as my Company will prefer, the 
New York Life and several other companies will prefer, to give 
their actual experience in that particular way, instead of 
reading off the cards and presenting the material in other ways, 
you are at entire liberty to do it, and if you have the material 
in your office that you would prefer to give us rather than 
re-write the cards and put them in the code, you can do that, 
It is only for those companies who prefer it that we have 
suggested that method. 

Dr. Fisher—I do not suppose it is possible for you to give 
any idea of what the cost would be. 

Dr. Dwight—Not without knowing very definitely what 
form your material isin. Let us take, for example, my own 
Company, which isasmall company. We have about 225,000 
or 230,000 cards already written. It will cost us very little 
indeed, to put in that material. It will cost us the labor of 
clerks to sort out from this mass of cards and give the informa- 
tion, which the Committee asks for. And I understand the 
Committee will perhaps be willing to accept from us certain 
slips, giving the number of exposures at ages, and duration of 
exposure, and that sort of thing certified to by medical 
directors. The cost, of course, will depend upon the num- 
ber of cards and classes they ask for. We transfer every 
item we can find on the application to a card by means 
of a code. That was done by girls, who earned eight or 
ten dollars a week, and who became very expert, after a while; 
each one was writing from 75 to 100 cards; the best 100 
and the poorest 75 cards a day. Now, if you will divide it, 
you can see about what that would cost. 

Dr. Wells—How many extra clerks have you employed 
in your Company for that purpose? 

Dr. Dwight—We started in with the deliberate intention of 
running that through, and doing it in a hurry, but doing it 
from the beginning, back in 1840, and bringing it down to 
date, so I have had varying from three girls at eight dollars a 





266a Twentieth Annual Meeting 


week to 18 or 20, but we rushed through as fast as we could 
as we wanted to get the whole thing through as quickly as we 
could. And, mind you, we covered the whole period, and you 
see on the old applications it was a little hard, although they 
showed something. That you can figure out yourself. 

Dr. Toulmin—How many classes does your code include? 

Dr. Dwight—We have about 340 classes, I believe. 

Dr. Toulmin—I can give the members of the Association, 
off hand, the cost, and if any medical director wishes to know 
pretty accurately how much it cost us, if they will communi- 
cate with me, I shall get it from the man in charge, who has 
kept very accurate records. I might say we have 350,000 
cards. Those were first taken from the applications and 
placed on a card by typewriting machines operated by girls, 
and they are now being transferred to the slips for the purpose 
of sorting and tabulating by the electrical machine, and I am 
sure I can give accurately the cost of putting them in type- 
written form on the cards, and then transferring those cards 
tothe bunchcards. Ifany medical director cares to have that 
information, I shall be only too glad if he will write me defi- 
nitely. I think we have it on the basis of 350,000 cards. 

Dr. Willard—Is there anything else that occurs to you, 
Dr. Fisher, that I can answer. If so, I shall be very glad to. 

Dr. Fisher—I do not think of anything more. I think 
I can well say we will enter into the scheme. 

Dr. Toulmin—Suppose the combined Committee suggests 
100 so-called impairments to study. There is no reason why 
a company should not have 200 additional. 

Dr. Willard—At the time you are preparing the cards 
for the Committee, you, at the same time, have the clerks 
include as many other questions as you think your company 
would like to study at a subsequent period, so, if like Dr. 
Dwight, you want to take it up more comprehensively, you 
can include anything you desire, and just put on your cards 
one or two or three hundred various impairments, and study 
them later. 

Since Dr. Dwight’s report of yesterday morning, in which 
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he gave you the list of the companies which had expressed 
their willingness to enter into this arrangement, there has been 
some additional information. The National Life of Vermont 
has since signified its intention of joining the procession, and 
I would ask Dr. Dwight which companies have not signified 
the intent?~n to join with us? 

Dr. Dwight—We have not heard definitely from the Con- 
necticut General; from the Maryland Life; from the Michigan 
Mutual; from the Providence Life & Trust; from the Union 
Mutual of Portland, and from the United States Life. 

Dr. Wells—Have all the companies now signified their will- 
ingness? 

Dr. Dwight—With these exceptions we have heard affirm- 
atively from all the companies connected with the Association. 

Dr. Fisher—I would like to ask Dr. Dwight if he has written 
to those companies who have just been mentioned. 

Dr. Dwight—No, sir. I have written only to those com- 
panies who were on our list at the time before this meeting. 
I understood that all of those companies, not members of this 
Association, have been or will be written to by the Actuarial 
Society, but we have not put this question to anybody but our 
own members. 

Dr. Willard—Does Dr. Knight of the Connecticut General 
wish to say anything to us at the present time? 

Dr. Knight—So far as the Medical Department is concerned, 
it certainly approves of this investigation. The only reason 
the matter was left at all in doubt was because of the uncer- 
tainty as to the exact way in which it was to be taken up; 
just the extent of the questions and the number of points; 
the number of impairments or number of classes which were 
to be included. Of course, the Connecticut General has 
a very small number of cases; something like 60,000, I think. 
My impression is that when something definite is fixed upon, 
that the Company will agree to go into the matter; certainly 
will give it very careful consideration. 

One point that was objected to was the matter of expense; 
whether the expense was to be apportioned according to the 
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number of cases reported, or whether it was to be so much 
for each company. Our Company would be obliged to go 
over the whole matter. We have no records of any conse- 
quence. I think if a comprehensive scheme is laid down, 
that the company would be willing to go over all the applica- 
tions, although the matter of apportionment of expense 
would make some difference. 

Dr. Willard—The matter of expense is to be proportioned 
as per the contributions of the Company is it not, Dr. Dwight? 

Dr. Dwight—The original plan of this Association was 
that each company should pay $100 towards the work of the 
Committee; without any question as to the amount which they 
would put in of material—of course. The larger companies 
will have the larger expense, because they have to do the 
largest number of cards, but a company which has only 
60,000 cards to go over, will have a much smaller expense 
than the company that has 300,000 cards to go over. It was 
discussed at the last annual meeting, and it has been discussed 
by the Medical Committee, but not by the joint committee, 
so far as I know. Our decision on that was that it seemed 
to us that that was fair, because the greater expense would 
lie on the larger companies, in proportion to what they 
gave, and in just that proportion, the smaller companies 
would get a great deal more than the larger, so that while 
the smaller company only paid $100 and the larger one paid 
$100, really the smaller company would get a great deal more 
for their $100 than the larger company, and the total expense 
was many times larger for the larger company, on account of 
their volume of business. That was the action of our Com- 
mittee. 

Dr. Willard—For Dr. Knight’s purposes, what, off hand, 
will it cost his Company to get his data from 60,000 cards? 

Dr. Dwight—I should have to stop and figureit up. Idonot 
believe he will have the slightest difficulty in having it done 
by a person he pays $8 or $10 a week, and I have not the 
slightest doubt but what the average intelligent girl can 
write out an average of 75 cards. Under the present vote 
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of the Committee, that would cover ground from 1870 down. 
That is the practice in the slow way in which the New England 
Mutual did it. We have 300 or more classes. We put every- 
thing on the cards. We put them in all kinds. In the very 
early years they were very badly arranged, and required a lot 
of attention. They can doit better than at that rate if there 
are only 100 subjects that you want to put on the cards. 
Even in our method you can get on a good deal. Remember 
this is not a question of the investigation alone, because those 
cards are yours always; they are good for any time. 

Dr. Knight—6o,o00 cards would be about $10,000? 

Dr. Toulmin—No. Probably it would cost about $1800. 

Dr. Northcott—I would like to ask if $1800 would not 
cover the expense of the cards. 

Dr. Dwight—Our Committee went into it very carefully, 
and we did not want to ask anybody to give us any more 
money, so we played on the safe side. In our opinion, when 
we formulated the idea of $100, we figured on what the 
probable cost would be; about $60 apiece for each company, 
to investigate and get all the cards in, and investigate two or 
three big classes, and then we put on the rest of it for luck. 

Dr. Wells—From what year do I understand you desire 
this information. 

Dr. Dwight—1870 on. 

Dr. Northcott—I have been unable to move our actuary, 
as a good deal of the work is actuarial, and it is necessary to 
have some expression from him, and he claims that he has not 
been sufficiently informed as to the scope of the work. 

Dr. Willard—Did he attend the meeting at Springfield 
last week? 

Dr. Northcott—No. That is the misfortune. 

Dr. Willard—We will get some of the actuaries to give 
him light from the actuarial side, and you can go back 
and tell him what you have learned about the attitude of the 
Actuarial Society. One thing has not been said, even by 
Dr. Dwight; that the man who started this thing in the Actuar- 
ial Society, is Emery McClintock, and it is his baby, so to 
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speak, and while one or two did not quite like the criticisms 
of the doctors about the lack of homogeneity in the classes, he 
recognized this was a proper criticism, and he was one of the 
first in the Actuarial Society to move to supplement that work 
by correcting it, and he is the man who is back of it in the 
Actuarial Society, and so far as they are concerned, they have 
lots of enthusiasm to carry the thing through. Now, if you 
can go back and tell your people what you have learned here, 
there does not seem to be much doubt about our including 
your name, does there? 

Dr. Northcott—You can certainly include me for the 
effort to move them. 

Dr. Tabb—Mr. Chairman, I want it to be understood that 
we are willing, and will send a check to this Committee 
for $100, and I will do the best I can to further the proceeding, 
but anything more, pecuniarily, I am not prepared to say 
at this time, but we will send a check for $100. 

Dr. Hutchinson—The Michigan Mutual, one of the com- 
panies on that list, has not definitely decided to come in—it 
is not due, as Dr. Northcott has put it, to the Medical Depart- 
ment, but is due, I think, possibly to my failure to make the 
executive officers see it in a proper light, and, not having a 
thorough understanding as to what it was going to be, I 
could not do it, but I hope to straighten the matter out when 
I get back, as I have become very enthusiastic about it. 

Dr. Willard—We want to move in a solid phalanx. The 
actuaries are just as solid as we are trying to be, in their desire 
to do this thing. Mr. Rhodes, particularly, was one who 
opposed the thing in the beginning and he has become one 
of the most enthusiastic actuaries desiring to conduct this 
joint investigation. 

Dr. Wells—What Company does he represent? 

Dr. Willard—The Mutual Benefit, Dr. Van Wagenen’s 
Company. Dr. Van Wagenen and he had some interesting 
talks, which finally led up to his conversion. 

Dr. Rogers—Mr. Hunter tells me that the collective investi- 
gation of the Actuarial Society, including the publication cost 
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he believes about $17,800. That is only “an impression. 
He has not the figures. He has said that it cost $20,000, but 
I called to his mind the statement made by one of the promi- 
nent actuaries, that the actual figures were $17,800, and he 
accepted that amendment, and said he believed that came 
very close to the facts. It is his opinion that although this 
investigation will be much more comprehensive, and very much 
more detailed than the other, yet the improvement in the 
method will undoubtedly be such as to probably limit the cost 
to those figures, so that the allied companies can probably 
count on expending, for the assembling of this material, 
tabulating it, and making the necessary calculations, and 
publishing the result, something under $20,000, depending 
on the number of companies that contribute thei: material 
on sheets already assembled. If the companies use cards 
pretty largely, the expense will be greater, but at $20,000, 
there would be a contribution of $400 from each company, 
assuming that we got 50 companies, or $500 apiece, if we 
got 40 companies, so that it is comparatively a small expense. 
The real expense will be of the collection of the material in the 
offices of the various companies. Those who want to know 
about the cost, I think should investigate through Dr. Dwight 
or Dr. Toulmin, both of whom have had considerable ex- 
perience, and whose cost estimates, as I have heard them 
this morning, agree very closely with the cost in the New 
York Life for similar work. We went through our records 
and we got out about the same number of cards per diem 
per clerk that Dr. Dwight got out, but those who use those 
estimates must bear in mind that if the work is properly done, 
it has to be done absolutely independently, by two different 
clerks, and the results compared before they may be accepted 
as final. In our office we employed a large number of clerks. 
We had at one time 4oclerks. The practice was to have them 
work in teams, and to change the personnel each team 
was shifted, from time to time, so that there might be no 
collusion. Each clerk looked over the original application, 
and culled out the data required. Those data were compared 
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independently, by a third person, and where there were 
any differences, the original application was referred to. 
I think it is very safe to estimate, however, that two clerks, 
working in pairs in that way, will turn out very close to the 
estimate of Dr. Dwight’s per diem. It takes only a short 
time to train them, and once you get them trained they 
are able to cover a considerable amount of ground. In a 
company like the Connecticut General, I think it was, that had 
60,000 cases, I am sure their work can be done for $500, and 
estimating, at the outside, the cost of $1,500 to the Company, 
that would make the investigation to them cost about $2000 
in the aggregate, and they could not possibly spend $2000 to 
better advantage in any other direction. 

Dr. Dwight—Mr. Chairman, it seems to me that Dr. Rogers 
gives a little exaggerated idea of the cost. It seems to me 
charging for the same work twice, but I understand that in 
the actuarial method, each company sent in lists, upon which 
they had certain notes. From those the actuaries made 
cards, and did all the work, and all the sorting. So that the 
total expense to the Actuarial Society, including the manu- 
facture of the cards, was under $20,000, while in this he 
assumes that the Connecticut General will pay $1500 to make 
the cards, and $500 in addition. Now,I do not believe it is 
going to be anywhere near that. He says that the expense 
will depend upon the number of companies sending in lists. 
Of course it will, but I think he did not make it clear that the 
company itself is making the cards, hence a large part of the 
expense which came to the Actuarial Committee, will not be 
borne by them in this case and he is charging twice for making 
cards. 

Dr. Rogers—Well, Dr. Dwight, I have made the estimate 
purposely very high. I have thought that if any company 
comes into this investigation it should know the very out- 
side cost. I ‘think ‘it is a good deal better that the com- 
panies should understand the maximum rather than the 
minimum, and then'they can use their ingenuity in cutting the 
cost down. It will be ‘the easiest ‘thing on earth to do ‘the 
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work within the estimate I have made, and certainly any 
company can bungle through and go it along without any 
special instruction, and do it for that money; and even at 
that price, it is cheap. 

Dr. Dwight—Of course, when I asked our Company to go 
into this work they asked me how much it would cost, and I 
estimated $20,000, and estimated five years’ time. It cost 
us, after we had joo classes investigated, and all that work 
done, something over $17,000, so that is what it cost us to do 
the whole work. Iam very sure there is no officer in any small 
company who would give it up for many times the amount 
which it cost. 


Dr. Root—I move that the report of the Com- 
mittee on collective investigation be accepted: 

The motion was seconded and unanimously 
carried. 

Dr. Northcott—I move that the Association 
express the approval of the action as already per- 
formed by the Committee, and that it be requested 


to continue in the discharge of its duties, in accord- 
ance with the plan that they have announced, with 
power to continue further with the work. 

The motion was seconded and unanimously 
carried. 


Dr. Fiske—Within what period of time must our contri- 
butions be made? 

Dr. Willard—I suppose that is a matter of detail the Com- 
mittee has got to get to work on. Our Committee has to 
meet with the Actuarial Committee. You know there are two 
sub-committees, a medical sub-committee and an actuarial 
sub-committee. The Medical Sub-Committee is at work 
now, getting from the medical side of the house the classifica- 
tions, which, according to the vote of those who submit their 
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replies, showed the most important subjects to be considered. 
Then, meanwhile, the actuaries are preparing their side of the 
house. They have two sub-committees meeting. They 
decide upon plan and scope of the card. Then their action is 
ratified by the joint committee of the two societies, and as 
soon as that is done, each company will be notified and will 
be furnished with the cards, and be directed as to the period 
during which they want to receive that information. 

Dr. Dwight—Mr. Chairman, may I ask those members of 
the Association who have not forwarded us suggestions, to do 
so, as promptly as they may. I want to get the opinions of 
individuals. 

Dr. Emery—If we can get all the data by going back to 
1885, why is it necessary for arriving at a proper conclusion, 
to extend it as far back as 1870. I would suggest that the 
matter be taken up and discussed further. 

Dr. Fisher—I would like to ask the Chairman of our Com- 
mittee what his idea is as to the time. Why has he chosen 
1870 as the beginning point? How does the Committee stand 
on the date of the beginning of the data? 

Dr. Dwight—The point which you have brought up was 
discussed; that is, there has been a radical change in medical 
methods and a change in hygienic conditions and other 
things, and it was impressed on the Actuarial Society. I think 
I can speak for the Committee in saying that while we agree 
with that opinion or statement of fact, we also believe that 
while a great many of these impairments have materially 
changed, that the conditions surrounding a good many of them 
have not changed ; that it would probably be much more valua- 
ble to go back to 1870, as the actuaries want us to do, and 
carry it down to the present time, in order that we may 
get the mass of material together. With some subjects, 
it will undoubtedly be better to eliminate those back of 1880 
or 1885, or to make a detailed investigation of those from 
1885 and after. In other words, I think on general principles 
your committees agree with the actuaries. 

Dr. Willard—The very interesting fact was set forth last 
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night, of the wonderful changes made in the death rate 
here in New York City in a period of fifteen years, and on 
various classifications we can see either a gain or a loss over 
a longer period of time, and it seems to me it would be mani- 
festly valuable to gointo that. Not everything will be studied 
beginning with 1870. Those things we know there has been a 
change or advance in, will not be studied until 1885, say, 
and then down, but it would be difficult to devise a card which 
will go back on some things to 1885, and on others to 1870. 
That was very thoroughly discussed by the actuaries, and 
they, for many reasons, thought that the value of the results 
to be obtained would be so decidedly increased by going back 
to 1870, that it would be better not to do so. 

Dr. Emery—That is just the very point I wish to make; 
that the Actuarial Society and their members do not appre- 
ciate the fact that by including figures from 1870 to 1885, 
they would produce exaggerated or misleading results, as 
compared with results obtained from 1858 on. 

Dr. Willard—It would be well to have the Committee bear 
in mind the evident desire on the part of some, to limit their 
period of observation, at least as regards certain classes of 
impairments, as far as possible. 

Dr. Dwight—I will say I think we can assure the Association, 
that the Committee is going to be open to any kind of sug- 
gestions that it can get on those questions; as to the exact 
dates on definite subjects, that must be taken up when we 
investigate each individual subject, and that is of great im- 
portance, and your Committee would certainly neglect its 
work if they did not look into that. 

Dr. Willard—I think the attitude of the actuaries is 
like that on a medical question, and the doctors will 
decide. 

Somebody, I guess it was Dr. Rogers, in one of his papers, 
said that the actuary and the doctor must come together, 
and each talk a language that the other could understand, 
and this is the first time in the history of our search after 
facts and truths, that the actuaries and the doctors are 
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replies, showed the most important subjects to be considered. 
Then, meanwhile, the actuaries are preparing their side of the 
house. They have two sub-committees meeting. They 
decide upon plan and scope of the card. Then their action is 
ratified by the joint committee of the two societies, and as 
soon as that is done, each company will be notified and will 
be furnished with the cards, and be directed as to the period 
during which they want to receive that information. 

Dr. Dwight—Mr. Chairman, may I ask those members of 
the Association who have not forwarded us suggestions, to do 
so, as promptly as they may. I want to get the opinions of 
individuals. 

Dr. Emery—If we can get all the data by going back to 
1885, why is it necessary for arriving at a proper conclusion, 
to extend it as far back as 1870. I would suggest that the 
matter be taken up and discussed further. 

Dr. Fisher—I would like to ask the Chairman of our Com- 
mittee what his idea is as to the time. Why has he chosen 
1870 as the beginning point? How does the Committee stand 
on the date of the beginning of the data? 

Dr. Dwight—The point which you have brought up was 
discussed; that is, there has been a radical change in medical 
methods and a change in hygienic conditions and other 
things, and it was impressed on the Actuarial Society. I think 
I can speak for the Committee in saying that while we agree 
with that opinion or statement of fact, we also believe that 
while a great many of these impairments have materially 
changed, that the conditions surrounding a good many of them 
have not changed; that it would probably be much more valua- 
ble to go back to 1870, as the actuaries want us to do, and 
carry it down to the present time, in order that we may 
get the mass of material together. With some subjects, 
it will undoubtedly be better to eliminate those back of 1880 
or 1885, or to make a detailed investigation of those from 
1885 and after. In other words, I think on general principles 
your committees agree with the actuaries. 

Dr. Willard—The very interesting fact was set forth last 





Discussion 275a 


night, of the wonderful changes made in the death rate 
here in New York City in a period of fifteen years, and on 
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a longer period of time, and it seems to me it would be mani- 
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compared with results obtained from 1858 on. 
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in mind the evident desire on the part of some, to limit their 
period of observation, at least as regards certain classes of 
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Dr. Dwight—I will say I think we can assure the Association, 
that the Committee is going to be open to any kind of sug- 
gestions that it can get on those questions; as to the exact 
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investigate each individual subject, and that is of great im- 
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starting to make a dictionary, and we hope it is going to be 
successful. 


Dr. Porter—The report of the tellers is as 
follows: 


PRESIDENT 
THOMAS H. WILLARD, M.D. 


VICE-PRESIDENT 
GEORGE WILKINS, M.D. 


SECOND VICE-PRESIDENT 
G. A. VAN WAGENEN, M.D. 


SECRETARY 
WM. EVELYN PORTER, M.D. 


TREASURER 
AUGUSTUS S. KNIGHT, M.D. 


EXECUTIVE COMMITTEE 
WM. R. BROSS, M.D 
EDWARD K. ROOT, M.D. 
OSCAR H. ROGERS, M.D. 


Dr. Willard—You have heard the report of the 
tellers and it is my duty to declare the officers there 
named elected as your officers for the ensuing 
year. 

Dr Porter—Mr. President, I move that a vote of 
thanks be extended to President Heggeman and the 
Medical Directors of the Metropolitan Life, for the 
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delightful hospitality which has been extended to 
this Association at the time of these meetings. 

Dr. Emery—I second the motion. 

The motion was carried unanimously. 

There being no further unfinished business, the 
meeting adjourned, sine die. 

The annual dinner was held at the University 
Club, arrangements having been made by Dr. 
Porter as chairman of the Dinner Committee. 
President Willard proved a most capable and tactful 
toastmaster, calling upon various members for 
remarks, and all seemed to have an enjoyable 
evening. 

The following signified their intention of being 
present at the dinner: 


Dr. Geo. Wilkins 
“ R. M. Daley 
R. L. Rowley 
F. C. Wells 
W. D. Morgan 
. Fisher 
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. Rockwell 
. 5S. Whitney 
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‘““ H. Gage “ T. F. McMahon 
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TWENTY-FIRST ANNUAL MEETING 


The Twenty-first Annual Meeting of the Asso- 
ciation of Life Insurance Medical Directors of 
America was held in the Assembly Hall of the 
Metropolitan Life Insurance Company, No. 1 Mad- 
ison Avenue, New York City, on October I9 and 20, 
1910. President Thomas H. Willard in the chair. 

The following members were present at some time 
during the sessions: 

Robert L. Burrage, Frank W. Chapin, Frederick 
W. Chapin, E. W. Dwight, Z. Taylor Emery, J. W. 
Fisher, E. L. Fisk, Homer Gage, F. L. Grosvenor, 
J. B. Hall, Edgar R. Hawley, Eugene M. Holden, 
James T. Hutchinson, William G. Hutchinson, P. 
H. Ingalls, A. J. Johnston, W. H. King, A. S. Knight, 
W. W. Knight, E. R. Lampson, R. L. Lounsberry, 
Charles F. Martin, Allison Maxwell, W. Muhlberg, 
Edwin M. Northcott, J. B. Ogden, H. A. Pardee, 
W. Evelyn Porter, Wyeth E. Ray, Oscar H. Rogers, 
Edward K. Root, James F. W. Ross, R. L. Rowley, 
Brandreth Symonds, H. Cabell Tabb, James D. 
Thorburn, Harry Toulmin, S. Oakley Vander Poel, 
G. A. Van Wagenen, Joseph H. Webb, F. C. Wells, 
Frank Wells, F. S. Weisse, George Wilkins, Thomas 
H. Willard, Algernon Woolverton, Albert Wood, 
A. B. Wright. 
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The roll-call showed twenty-six members present, 
a quorum. 

The following candidates recommended by the 
Executive Committee were unanimously elected to 
membership: 

Dr. W. Muhlberg, Union Central Life Insurance 
Company. 

Dr. Arthur Jukes Johnston, Confederation Life 
Assurance Society. 

Dr. John U. Hoback, Penn Mutual Life Insurance 
Company. 

Dr. J. Bergen Ogden, Metropolitan Life Insurance 
Company. 

Dr. Wyeth E. Ray, Germania Life Insurance 
Company. 

Dr. Charlton B. McCulloch, State Life Insurance 
Company of Indianapolis. 

Dr. Glenn Wood, Illinois Life Insurance Company. 

Two of the newly elected members—Dr. John- 
ston and Dr. Muhlberg—were escorted into the 
room so that they might take part in the meeting. 
General applause greeted their arrival. 

Motion was made and seconded that the reading 
of the minutes of the last Annual Meeting be waived. 
Carried unanimously. 

The minutes of the Executive Committee were 
then read by the Secretary and upon motion were 
approved as read. 

President Thomas H. Willard then delivered the 
following address: 


It is my duty and privilege to welcome you most sincerely 
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to the hospitalities of the Company in whose building we 
hold our annual session. It is our earnest hope that the 
meetings of the Association will be characterized by the 
friendly and profitable intercourse of previous gatherings. 

It is certainly satisfactory to announce the very successful 
and enthusiastic inception of our Medico-Actuarial In- 
vestigation, more of the details of which you will learn at 
subsequent meetings. The work of the Central Bureau 
has already been well inaugurated and it is in charge of Mr. 
Arthur Hunter, who has devoted unstintedly his time and 
thought to the work and will continue to discharge the duties 
which he has accepted so gracefully and so cheerfully. He 
will be with us at one of our sessions to be of such practical 
assistance as may be required and to make suggestions and 
answer questions which occur to various members of the 
Association relative to their part of the work at their home 
offices. 

It is also incumbent upon the President to address you 
upon some topic of general interest or importance or to make 
a suggestion of subjects to be considered which are germane 
to the aims and purposes of our organization, and in discharg- 
ing this duty my remarks will at least have the merit of 
brevity. 

We cannot, I think, insist too much upon the importance 
of the results which will be secured by the analysis of the 
experience of the companies represented in this organization 
for the period which is to be under observation. Many of 
the uncertainties which have been felt and acknowledged 
in the selection of risks for insurance will disappear and a 
system will have been inaugurated which will enable every 
company to continue its work along the general lines pro- 
vided for by the Joint Committee and in any special direction 
which the peculiarities or individualities of any company 
may require, and it is a pleasure to record the uniformly good 
feeling and attitude of helpfulness which has been shown 
by the actuaries and the medical directors in their de- 
liberations both in the large Committee and in the Special 
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Joint Committee. It certainly augurs well for the success 
of our undertaking to find that the mathematical mind of 
the actuary and the mind of the medical director, which 
has not always been described as a mathematical and logical 
one, have met and are in entire accord. 

It would seem well, while we are studying the experi- 
ences of the various companies during the past thirty years 
almost exclusively from an actuarial standpoint, that we 
should take cognizance of the many and varied forces which 
are at work at the present time which will undoubtedly affect 
the mode of life, general habits, happiness, and prosperity, 
and most important of all the longevity of great masses of 
people. It is not my purpose to enumerate even a small 
part of these. You are all familiar with the great battle which 
is being fought all over the world against the scourge of 
tuberculosis. The filth diseases so-called which are prevent- 
able are being combated by the enactments of laws in na- 
tional, state and municipal legislatures and personal hygiene 
and sanitation are gradually making their way even into 
the poorest and more ignorant masses of our population. 
Broad, economic problems involving the hazard of occupation, 
the incapacity of old age, the housing and physical environ- 
ment of working men, and the physical and moral well-being 
of every class of people are as never before receiving the 
attention of scientific and benevolent men and great fortunes 
are being devoted, by many seeking to improve the con- 
ditions of human life, to research and study in the hope that 
many of the evils of our complex modern existence may be 
eradicated. All of these problems are being studied to find 
the cause and to provide for its removal when possible. It, 
therefore, behooves us in our private capacity as citizens and 
in our professional capacity as physicians and as officials 
of the greatest single agency of mankind against some of the 
evils of human existence, to study sympathetically some of 
the social problems which have a direct and definite relation 
to our work and to identify ourselves with as many of these 
activities for betterment as possible. Such an attitude is 
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all the more desirable because of the uninformed and misin- 
formed state of mind of the general public regarding the rights 
and duties of corporations in general and of the system of 
life insurance in particular. Blatherskites and demagogues 
have misinformed so many that practically every man identi- 
fied with a large business organization must affirmatively 
prove that he has not murdered his grandmother and is 
not contemplating arson and forgery. Our influence should 
be exerted anywhere and everywhere to combat the errors 
and misinformations which are so general regarding our 
work. 

Many of the facts which we will obtain from our investi- 
gation may prove of value to the general public and if that 
is so we should spread that information so that it gets into 
the hands of every one who can profit by it. In doing this 
we will convince the public that men identified with the 
insurance business can be and are imbued with the desire to 
help their fellow-men in directions and by methods which 
cannot be measured by dollars and cents. In fact the de- 
sirability of making public many of our aims and purposes 
has already been appreciated by many companies acting in 
their individual capacity and others have inaugurated schemes 
for elaborate systems of information likely to prove of value 
to policy-holders. Others still have identified themselves 
very closely with the activities which are already organized 
for the betterment of the race and for the eradication of 
many of the evils which I have mentioned, and they justly 
deserve the success which has come to them from a wise 
appreciation of their opportunities and duties. Some of the 
suggestions which have been made may be visionary and 
some may be impracticable, but the variety and extent of the 
suggestions which are made show the wide prevalence of 
the desire to be of a benefit to humanity. 

This organization is limited in its scope and powers and it 
is in no sense a federation of corporations to be used in re- 
straint of trade or to fix wages; but in its advisory capacity in 
pronouncing upon the result of research it can speak and 
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does with great authority; and it seems to me that it might 
be possible for us either alone or in conjunction with other 
agencies already established and available to spread broad- 
cast much information of value to the general public. The 
medical examiners of the various companies are one of the 
means by which information of value could be disseminated 
and the method of utilizing their services is a matter of detail 
which can easily be arrived at. That these medical examiners 
constitute a force whose influence in their communities is 
well known and whose ability to enlighten their public and 
disseminate information which we can collect and prepare, 
is the thought to which I should direct your attention. A 
similar suggestion has been made before but at a time when 
we had no special message to deliver; but now it seems to me 
the time has come when we can as an organization and as 
individuals express our warm sympathy with and hearty 
approval of the many and various agencies which are seeking 
to improve the social, moral, and physical welfare of the 
human race. Such an act on our part would serve to identify 
us with the men who are so courageously seeking the im- 
provement of their brother men. 

A brief personal word to express my very great appreciation 
of the kindness and courtesy which has been accorded to me 
by every member of this organization during my incumbency 
of the position of your presiding officer. It would be in- 
vidious perhaps to make special references to those whose 
advice and assistance were most valuable. It is sufficient, 
however, to say that every one who has been asked to give 
me help has promptly and cheerfully done so. 


Dr. Frank Wells moved that the President’s 
address be published in pamphlet form for distribu- 
tion. Motion seconded and carried. 

The balloting for the nomination of officers was 
next in order. Drs. O. H. Rogers and Frank Wells 
were appointed as tellers and distributed the ballots. 
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The report of the Treasurer was read and after 
being duly audited by Drs. Root and Dwight, it 
was moved, seconded, and carried that the report 
be accepted with a vote of thanks to the Treasurer 
for the excellent showing made of the finances of 
the Association. 

Dr. Rogers read the report of the M. I. B. Com- 
mittee for the past year. It was moved, seconded, 
and carried that the report be accepted with the 
continued thanks of the Association. 

Dr. Dwight then reported on behalf of the 
Joint Committee on Collective Investigation, as 
follows: 


Mr. President:—Our Committee has no formal report and 
no written report to make. If any were given it would be a 
simple report of progress and I think that you are all familiar 
with that or that you will be very much more familiar with 
it before you get through with this meeting. 

I can only say that the work has moved along very smoothly 
and, so far as we are able to judge, very effectively. The 
co-operation of the Actuarial Society, to which our President 
has already referred, has certainly increased or multiplied 
the value of the work; and the work which the actuaries 
have done has relieved your medical committee of a great 
deal of labor which would otherwise devolve upon them. 

The active work of the organization (the combined Com- 
mittee) is now being handled by a sub-committee of the two 
societies, consisting of two actuaries and Dr. Brandreth 
Symonds, as representing the medical committee. It is 
called the Central Bureau and I have no doubt that Dr. 
Symonds can describe to you the more recent work of that 
Bureau. Iam sorry to say that I was not able to be present 
at the meeting yesterday, so that he is much more familiar 
with the present status of that work than I am. 
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Dr. Symonds: 


Mr. President:—To tell the members of the Association 
what was done yesterday,—we made an effort to adopt 
a table of mortality in an abbreviated form—instead of 
calculating mortalities by each year of age, it was decided 
to calculate them by quinquennial periods down to age 50 
and shorter periods from that age so as to allow for the vary- 
ing mortality at that later time of life. In that way it was 
felt that the work of compilation of the data would be con- 
siderably abbreviated. 

The other thing that was done at the meeting yesterday 
was to arrange for the subdivision of the classes and we went 
over the various classes of medical impairments and of 
occupations and decided upon the subdivisions which we 
would take as to weight and time,—I say, decided—we 
made a tentative arrangement which will be sent around 
to the full Committee and will probably be adopted. It 
is in a certain sense a rather large job we have under- 
taken but I think with the aid of the abbreviated table 
of mortality, we can do it in substantially a short time. 
As it is, the subdivisions were roughly calculated by Mr. 
Hunter to be somewhere in the neighborhood of 1000, 
and that will probably be cut down, when we come to look 
it over. As for the Central Bureau, the scheme as outlined 
by Mr. Hunter is to have the rooms in the New York Life 
Building in the immediate neighborhood of his quarters, 
which will enable him and the men under him to supervise 
the work which will be done for the Committee in their own 
rooms. It is an arrangement which is ideal excepting that 
it throws a great deal of work upon Mr. Hunter, and I think 
the Association should give him a hearty and sincere vote 
of thanks both for what he has done already and for what 
he will do in the future. 


On motion the report of the Joint Committee 
on Collective Investigation was accepted. 
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The business submitted by the Executive Com- 
mittee was then taken up in the following order: 
It was moved, seconded, and carried that the 
amendment to Article V. of the Constitution, as pro- 
posed at the last meeting, be laid on the table, viz.: 


That the word ‘‘five’’ be substituted for “‘three.’’ Article 
V. when so amended to read: ‘‘ The President, Vice-President, 
Secretary, and Treasurer, and five other members, not officers, 
shall constitute the Executive Committee.’’ 


Motion was made, seconded, and carried that the 
following amendment to Article V. of the Constitu- 
tion be adopted as proposed by Dr. Symonds: 


Strike out the word ‘‘and’’ between ‘Secretary and Treas- 
urer”’ and insert in its place a comma (,) and after the word 
““Treasurer’’ insert the following: ‘“‘and former Presidents,’’ 
so that Article V. shall read as follows: 

“The President, First Vice-President, Secretary, Treasurer, 
and former Presidents, and three other members, not officers, 
shall constitute the Executive Committee.” 


It was moved, seconded, and carried that the 
following amendment to Section I. of the By-Laws 
be adopved as proposed by Dr. Symonds: 


Insert after paragraph 4 of that section, the following: 

‘‘5. No Company after admission to the Medical Informa- 
tion Bureau shall maintain a regular interchange with any 
other Company in the United States which is not a member 
of the Medical Information Bureau.” 


The Secretary read a letter from the Los Angeles 
County Medical Association extending an invitation 
to the Medical Directors’ Association to hold its 
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next meeting at Los Angeles. It was moved, 
seconded, and carried that the Secretary be instructed 
to express the appreciation of the Association and to 
regret its inability to accept the invitation as a body, 
as the time of the annual meeting of the Association 
occurs later in the season. 

The Secretary read a memorial written by Dr. 
E. H. Hamill, on the death of Dr. Aaron C. Ward, 
as follows: 


AARON C. Warp, M.D. 


Our lives are made up of greetings—of communings—and 
of partings. It is to be expected, therefore, that the partings 
will hold no inconspicuous part in this trio of vital forces 
which so materially shape our ends. 

As we tread life’s pathway we meet our fellow-travellers— 
there is a grasp of the hand—a glance of the eye—an inter- 
change of thought—a mutual helpfulness, or perhaps a mutual 
esteem, and then absence—and silence. 

Yet, no man liveth to himself alone. No man can pass 
through the intellectual and moral forces that environ him 
and remain uninfluenced thereby. In other words, no man 
is a cipher. Each must give and receive—each must mould 
and be moulded. The many facetted character, with its 
wide activities, shows the perceptible impressions of daily 
forces. 

“When Greek meets Greek then comes the tug-of-war.” 
If intellectual or moral power meets intellectual or moral 
power there comes a different tug, not of war necessarily, 
but of adjustment—of rightful compromise—removal of angu- 
larities—polished and hardened surfaces of contact. 

If this be true of one, or more, it is true of all of us. We 
each give and receive—we each mould and are moulded— 
we shape the lives of others—and in turn our own lives are 
being shaped to our ultimate end. 
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The subject of this memoriam, Dr. Aaron Condit Ward, 
was born of native American ancestry, in the city of Newark, 
in 1862. The family consisted of father, mother, four brothers, 
and one sister. Dr. Ward’s childhood home was a home of 
plenty, frequently bordering upon luxury; everything that 
could be wished for the well-being of the family was at hand. 

At the age of thirteen he entered the Newark Academy, 
one of the best preparatory schools to be found in the United 
States. At seventeen years he had finished his course of 
tuition in that institution, at the head of his class, and entered 
Princeton University. 

At the age of twenty-one he had finished his studies at 
Princeton University and entered upon the study of medicine, 
selecting as his Alma Mater the College of Physicians and 
Surgeons in New York, from which institution he graduated 
in 1886. He immediately entered into practice and in a very 
few years gained a clientele that any young physician would 
be proud of. He was appointed medical examiner for the 
Prudential. He served so acceptably that he was requested 
to relinquish entirely his private practice and to devote all 
his time to the medical work incident to a large insurance 
company. After some little time as an office examiner and 
reviewer he was elected Assistant Medical Director of his 
company. In this capacity he fully met all expectations. 
Upon his election as Assistant Medical Director he became 
a member of this body. 

He was married in 1887, and leaves a wife and two sons 
to mourn his loss. 

Dr. Ward was ambitious. He had a strong desire for 
success—not so much for success per se, but because to attain 
it he must use his utmost endeavor. He never allowed this 
ambition to override his idea of that which was due another. 
He would have scorned a success achieved by the downfall 
of another. 

He was industrious. We mean by this studious—thought- 
ful—observant. His own physical comfort he often dis- 
regarded, devoting long and late hours to the discharge of 
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his daily duties. He not only waited for opportunity—he 
made and seized the opportunity. He was considerate of 
others, their rights and privileges. 

In the best of us there is, I fear, a thread of selfishness, more 
or less apparent in the texture of our lives. This was not 
especially noticeable in Dr. Ward’s case. 

He was courteous. Naturally so—it was not an artificial 
courtesy, assumed for an occasion and a purpose—his was 
instinctive, coming from the heart. 

He was truthful. This may seem a trite saying, and yet 
there are so many slight deviations from the truth within 
our experience—such as a promise hastily made, but for- 
gotten, or unfulfilled—concealment of a part of the truth 
with a willingness to deceive—failure because of time or 
place to say what should have been said, or to do what should 
have been done, leaving behind a false impression; in short, 
little white lies that the busy world does not condemn, but 
which are untruths nevertheless. These subterfuges were 
unknown to him. He was truthful in the real sense of the 
term. 

As a result he was conscientious—thoroughly so in every 
detail of duty, no matter how arduous or unpleasant his 
task—it must be conscientiously performed. 

He was pure in thought and clean of speech. The on dit— 
the pun—that savored of vulgarity was not heard from his 
lips. He did not bandy the name of his Maker among his 
associates at the table, at the club, on the streets, or elsewhere. 

He was a devoted husband and a wise and loving father. 
His was a home of refinement, fragrant with the perfume 
of the flowers of which he was passionately fond—filled 
with books and magazines, and enlivened with the strains 
of music he so dearly loved. It was to him a haven of rest, 
and to all his friends a delightful and welcome spot. 

Thus we knew him—ambitious—considerate— studious— 
thoughtful—observant—of untiring energy—of instinctive 
courtesy—genial—truthful—conscientious—loyal to all that 
was highest and best. 
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Can one build such a character except by sincere, earnest, 
continued effort? 

His health began to fail during 1908. He continued at his 
desk with failing health until April 1909. He went to Bad- 
Nauheim, hoping that the change and the treatment would 
restore him to health, but such was not to be. He died in 
Bad-Nauheim. His body was interred in Evergreen Cemetery. 

It is my sad duty, who knew him so long and so well, on your 
behalf, fellow-members of the Association, to place this memo- 
rial wreath of our appreciation and memories upon his bier. 


“The child of sturdy native birth, 
Became the man of sterling worth; 
His constant effort was to do 
All that was best and wise and true; 
No fear dismayed, no pain deterred, 
From this high course he seldom erred; 
He rests at last—his life-work done; 
The conflict passed, the victory won.” 


Dr. Symonds presented an obituary of Dr. Walter 
Robarts Gillette: 


WALTER RosBArts GILLETTE, M.D. 


Dr. Walter Robarts Gillette was born in Philadelphia, 
Pa., in February, 1840. In 1858 he entered Union College 
from New York City, but finally transferred to Madison 
College, now Colgate University. He received his A.B. 
degree in 1861 and his A.M. from the same college in 1865. 
He was graduated from the College of Physicians and Sur- 
geons in 1863 and entered Bellevue Hospital where he served 
as regular interne. He also served in the army as Acting 
Assistant Surgeon for a short time during the Civil War. 
He began the practice of medicine in New York City in 1865 
and was soon appointed surgeon to the New York Post Office, 
which position he held until 1879. He was appointed visiting 
physician to St. Francis and Bellevue Hospitals, and the 
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Lying-in-Asylum of New York City. From 1875 to 1880 
he served as Adjunct Professor of Obstetrics in the University 
Medical College and from 1883 to 1887 as Professor of Ob- 
stetrics in the New York Polyclinic. In1875 he wasappointed 
Medical Director of the Mutual Life Insurance Company 
of New York, and served in that capacity until 1890 when he 
became General Manager of the same Company. In 1903 he 
was made a Vice-President of the Company, from which 
position he resigned in 1906. 

Dr. Gillette was one of the original members of this Asso- 
ciation, and in fact was one of those who met at Dr. Keating’s 
suggestion in May, 1889, to organize the Association. His 
active connection with the Association, however, was very 
brief, for when he was appointed General Manager he neces- 
sarily ceased to be an active member. At that time there 
was no provision for honorary membership, but when this was 
corrected, he was properly elected as an honorary member 
and remained so up to the time of his death in 1908. 

He was a man of great charm, of wide information and 
high professional attainments. Those of us who knew him 
when he was Medical Director can well recall the keen insight 
which he showed in his work. It was my privilege to work 
under him in Bellevue Hospital, and I well remember the 
ripe judgment and shrewd prognostic ability which he demon- 
strated as a clinician constantly while in the wards. 


Dr. Root read a memorial of Dr. Gurdon Wads- 
worth Russell: 


Gurdon Wadsworth Russell was born in Hartford, April 
19, 1815, the son of John and Martha Wadsworth Russell. 
He received his early education in the north part of the city 
in a small frame schoolhouse on what is now Windsor Avenue; 
he attended the Hartford Grammar School for a time, and 
later a private school in Manchester where he prepared to 
enter Trinity College. He graduated from Trinity College 
in 1834, served as a private student with the late Dr. A. 
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Brigham for a year afterward, and in the autumn of 1835 
entered the Yale Medical School. He received the degree 
of Doctor of Medicine from the Yale Medical School 
and finally commenced to practise in Hartford in 1838. He 
was active in the general practice of medicine and surgery 
from this time until he was over seventy years of age, when 
he retired from the active practice of his profession. He died 
from the effects of the gradual exhaustion of old age February 
3, 1909, in the ninety-fourth year of his age. 

Dr. Russell was appointed examining physician to the 
Etna Insurance Company in 1850. In 1856 his name ap- 
pears on the records of the AXtna Life Insurance Company 
as examining physician; in the following year he was ap- 
pointed Director of the corporation. His service as medical 
adviser, therefore, extended well over a half century of years. 
His experience in this special department of medicine was 
unique. He had no precedents to follow, few or no tables 
to consult, no one of whom to ask advice. Each individual 
application must be decided on its merits with the best 
judgment his years in the practice of medicine and his know- 
ledge of mankind in general could supply; with what skill, 
judgment, and wise foresight his selection of risks was 
made, the long, prosperous years of the Company he served 
so faithfully, amply testify. 

Dr. Russell was present at the preliminary meeting held 
to organize this Association at the Union League Club May 
29, 1889; was a charter member of the organization which 
took place May 30, 1890, and at the second annual meeting, 
May 29, 1891, was elected Vice-President. At the eighth 
annual meeting, May 20, 1897, he contributed a paper on the 
selection of lives which practically embraced his views on 
selection, the result of fifty years’ experience. 

The last ten years of his life the infirmities of old age 
rendered him more reluctant to venture far from Hartford, 
but he continued his active interest in his work and rarely 
missed a day in the Aitna office until two or three weeks prior 
to his death. His mind was as clear, his judgment as sound, 
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and his memory as keen in the last weeks of his life as at 
any time in my acquaintance with him. He was mercifully 
spared many of the distressing symptoms of failing old age, 
and his end came and was met by him as naturally, simply, 
and as courageously as he had lived. 

Ninety-three years of active, vigorous life, death at the close 
with the admiration of his townsmen, the respect of his fellow 
physicians, and the love of his more intimate associates closed 
a career that all of us may envy, but few hope to attain. 


Dr. Toulmin presented a memorial on the death 
of Dr. Oliver P. Rex: 


OLIVER P. Rex, M.D. 


Oliver P. Rex was born in Reaville, N. J., February 18, 
1840, his father being a well-known physician. Father and 
son both entered the Union army, serving through the Civil 
War, the former as surgeon, the latter as hospital steward, 
retiring with the rank of First Lieutenant and Assistant 
Surgeon. He was a junior at Lafayette College when en- 
listed, and entered Jefferson Medical College at the close of 
the war, graduating in 1867. He wasaresident physician at 
the Philadelphia Hospital, quiz master and lecturer at Jefferson, 
assisted the great Da Costa in clinics, was one of the attending 
physicians at the Jefferson and Presbyterian Hospitals. In 
1881 he was made Medical Examiner of the Penn Mutual, 
and ten years later, upon the retirement of Dr. Keating, the 
first President of this Association, became Medical Director, 
a position which he held at the time of his death. While 
he had not attended the meetings of the association of late 
years on account of failing health, he had always been deeply 
interested in its affairs and kept in close touch with its prog- 
ress. He was one of the few who belonged to the ‘‘Old 
Guard,”’ counting among his best friends many of the members 
who were active in its earlier years. 

Dr. Rex became ill last April, while returning from his 
annual vacation, soon after his boat left Naples. It was 
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deemed advisable to remove him to a hospital in Bremer- 
haven, but after two weeks he urged to be taken home. His 
death occurred at sea, on May 12, 1910, from nephritis. 

Be it therefore resolved, that the members of this Asso- 
ciation learn with deep regret of the death of Dr. Oliver P. 
Rex and extend their sympathy to his family, and to the 
Company which he served so long and faithfully. 


It was moved, seconded, and carried that the 
resolution contained in Dr. Toulmin’s memorial be 
adopted. 

Dr. Hutchinson presented an obituary of Dr. 
Charles A. Devendorf: 


CuarRLEs A. DEVENDOoRF, M.D. 


Dr. Charles A. Devendorf died suddenly on May 3, 1910, 
at his home in Sandwich, Ontario. 

He was born in Amsterdam, N. Y., on May 15, 1839, and 
was the son of Charles and Charlotte (Smith) Devendorf. 

He attended the Amsterdam schools and Geneva College, 
then took the literary course in Williams College, from 
which institution he was graduated in 1859. 

His medical education was received in both the Albany 
Medical and Bellevue Colleges, his degree from the former 
being received in October, 1862, while that of Bellevue was 
not received until June, 1866, following a course which he 
took in that institution subsequent to his service in the army 
during the Civil War. 

In September, 1861, he enlisted as a Medical Cadet in the 
7th Army Corps of the U.S. Army and served in this capacity 
until November, 1862, when he was commissioned Assistant 
Surgeon of the 55th Regiment N. Y. Volunteers. On October 
17, 1863, he was commissioned Assistant Surgeon of the 48th 
Regiment N. Y. Volunteers, and on September 30, 1864, was 
commissioned Surgeon, with the rank of Major of the same 
regiment, in which capacity he served until he was honorably 
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mustered out of the service at the close of the war in 1865. 

One of his many army experiences was that of capture 
by the Confederates and confinement in the celebrated Libby 
Prison. This capture occurred as the result of his volunteer- 
ing to remain behind to care for the wounded, during a 
retreat of his corps. His confinement was not of long duration, 
however, as he was soon exchanged and returned to duty 
with his regiment. 

Soon after his graduation from Bellevue in 1866, he began 
practice with his father in Amsterdam, N. Y., where he 
remained until the fall of 1879, when ill health compelled 
him to leave his work and go West. He spent the winter in 
Colorado and in the spring of 1880 moved with his family 
to Detroit, Mich., and began the practice of his profession 
in that city. Here for many years he enjoyed a large and 
lucrative general practice, devoting especial attention to 
obstetrics, the Chair of which he held in the Detroit College 
of Medicine, and in the practice of which he was very skilful. 

He was chiefly instrumental in starting the Children’s 
Free Hospital of Detroit, an institution which to-day stands 
as one of the best of its kind in the country. He was the 
first chief of the medical staff of this hospital, a position 
which he continued to hold until his retirement from practice, 
a few years before his death. 

In 1894 he was appointed Medical Director of the Michigan 
Mutual Life Insurance Company and continued in this office 
until his death, although for the last two years of his life 
failing health prevented his giving any attention to the work. 

By nature of a reserved and somewhat :retiring disposition, 
he cared nothing for the social world and his life was devoted 
to his family and his books; nearly all his spare hours being 
spent in reading works of scientific and historical value. 

Several years ago, his health began to fail as a result of gen- 
eral arterio-sclerotic changes, and about two years previous to 
his death he was obliged to relinquish all business activities, 
the balance of his days being spent at his home with his family. 

On the afternoon of his death he made a trip to the city, 
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visited the insurance office, and returned to his home about 
six o'clock. While in the front yard, on the way to the house, 
he complained of a sudden pain in his head, fell into the arms 
of his wife, and expired immediately. 


Dr. Homer Gage then read a paper entitled: 


OPERATIONS FOR THE RELIEF OF GALL-STONES, 
AND THEIR IMPORTANCE IN MEDICAL 
SELECTION 


In a paper read before this Association in 1908, Dr. Symonds 
discussed the effect of hepatic colic on medical selection. 
Unlike the previous attempts to study this subject from the 
Mortality Statistics of the companies or from the statistics 
of the Specialized Mortality Investigation, his cases were 
strictly limited to those in which there was a clear history 
of disease of the gall-bladder or bile-ducts, and his treatment 
of the material thus collected covered the ground so perfectly 
and so clearly that for the first time the discussion of the 
subject was placed upon a strictly scientific basis. Since then 
nothing has been added to the information which he gathered, 
nor has it appeared necessary to modify in any way the con- 
clusions at which he arrived. There is, however, one factor 
in the study of these cases of gall-bladder disease which was not 
considered in Dr. Symonds’s paper—a factor which is con- 
stantly becoming of greater importance, viz., the effect of 
surgical operations undertaken for the relief of diseases of 
the gall-bladder and bile-ducts upon the insurability of those 
who recover. 

The increasing frequency with which this question arises 
in passing upon applications for insurance is perhaps a suffi- 
cient reason for bringing it to your attention, but I think 
few of you have appreciated how common these operations 
have become and how certain they are to enter more and 
more into the problems which daily confront the Medical 
Director. In the report of the Massachusetts General Hos- 
pital, in the list of major surgical operations performed during 
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the year of 1909, operations upon the appendix occupy first 
place, those upon the uterus and its appendages second, closely 
followed by those upon the gall-bladder and bile-ducts. If, 
as in this report, the radical cure of hernia is excluded from 
the major operations, we find that at the Boston City Hospital 
and at the Roosevelt and Presbyterian Hospitals in New York, 
about the same proportion obtains,—in other words operations 
upon the gall-bladder and bile-ducts occupy relatively third 
place in importance and frequency. In 1903, before the 
Association of American Physicians and Surgeons, Dr. W. J. 
Mayo said that ‘‘as a cause of chronic distress and disability 
in adult life, diseases of the gall-bladder nearly equal in fre- 
quency those of the appendix, while in later years the gall- 
bladder undoubtedly takes first place. The inflammatory 
affections of the Fallopian Tubes which gave such an impetus 
to pelvic and abdominal surgery have dropped to third place, 
with lesions of the stomach a close competitor. In Saint 
Mary’s Hospital, 1902, the relative proportion of these opera- 
tions was: appendix, 345; gall-bladder, 143; ovaries and tubes, 
98; stomach, 77.”" In view of these figures it is certainly 
important for us to find out, if we can, something about 
the effect of these operations on the future life and health 
of the individual who has had to undergo them. 

Statistical evidence from the insurance standpoint is lacking 
and unfortunately, as I believe, will be supplied only in 
part by the collective investigation which is about to be 
undertaken. As will appear later a study of the effects of 
incision and drainage of the gall-bladder is quite as im- 
portant as a study of the effects of its removal. But as 
nothing has been asked for by the committee except the 
experience with cholecystectomy, the whole question for 
the present can be studied only from the clinical side. In 
one respect this is unfortunate, because the points of view 
of the clinician and the Medical Director are very dif- 
ferent. The relief of suffering and the restoration to a 
capacity for work and the enjoyment of health constitute 
the success of the former, while the latter has to look much 
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further ahead than the immediate effect of the operation to 
its effect on the individual’s probable expectation of life. Our 
large experience in gall-bladder surgery is of too recent date 
to supply more than approximate data for the study of its 
remoter effects, and most of the literature omits all reference 
to this side of the question. However, as my own natural 
point of view and my experience have been that of the clini- 
cian, and some considerable and very valuable material 
relating to the subsequent histories of these operations has 
already been published by some of the larger operators, I 
have thought that perhaps I could make a brief consideration 
of the subject of some interest and perhaps profit. 

As the possibility of the recurrence of gall-stones after they 
have once been removed is a matter of the first importance 
in determining the permanence of the cure, let us look for a 
moment at the causes which favor their formation. This 
subject has recently been very carefully studied by one of 
my hospital assistants, Dr. W. Irving Clark, to whose very 
thorough resumé of the literature of the subject, as yet un- 
published, I am very much indebted. 

Of the theories which have been advanced to account for 
the formation of gall-stones, the most generally accepted by 
modern scientific students is the histological or mucous 
membrane hypothesis, which conceives the cholesterin and 
calcium of the bile to be formed entirely by the mucous 
membrane of the gall-bladder and bile-ducts, a catarrhal in- 
flammation increasing their production. It assumes a stag- 
nation of bile, with a catarrhal inflammation of the mucous 
membrane of the gall-bladder and bile-ducts, or both, due 
probably to the presence of bacteria absorbed from the intes- 
tine, excreted in the bile, and lodged in the congested mucous 
membrane of the gall-bladder. Here they establish a catarrh 
with an enormous increase in the mucous glands,—and with 
this there is an enormous increase of secreted mucous tending 
to cause a precipitation of calcium, a change in the reaction of 
the bile, and increased necrosis and desquamation of epithe- 
lial cells resulting in cholesterin formation. The stagnation 
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of the bile in the gall-bladder is due to the obstruction of the 
cystic duct by the swollen mucous membranes, so that the 
resulting condition of cholelithiasis is really the consequence 
of bacterial infection and not of any constitutional taint, 
nor does it belong to the group of diseases of degeneration. 
It is in its beginning a purelylocal infection and in its progress 
represents a pathological condition due to mechanical causes, 
culminating, if unrelieved by nature or by surgical art, in the 
permanent impairment of neighboring structures by the 
extension of the chronic inflammatory process or in acute 
destructive inflammation of the gall-bladder. 

If this theory of the formation of gall-stones be accepted, 
and it has remained with very slight modifications substan- 
tially as proposed by Naunyn, in 1892, it is fair to assume that 
if by surgical intervention the infection and its products are 
removed before the secondary changes such as cholangitis, 
chronic pancreatitis and cancer have developed a permanent 
restoration to health may be accomplished. Although there 
would seem to be no theoretical immunity from a recurrence 
of the infection and the re-formation of the gall-stones, prac- 
tically it must be exceedingly rare to have such a recurrence. 
No authentic instance has yet been reported except when the 
re-formation has occurred about fragments left at the time of 
operation, or about suture or ligature material left in the gall- 
bladder and remaining unabsorbed. All the operators of 
large experience like Kehr, Robson, Mayo, Richardson, and 
others, while acknowledging its possibility have failed to 
meet with it, and regard its probability too remote to be con- 
sidered as a factor in the prognosis. 

To return now to the consideration of the applicant who 
has had an operation on his gall-bladder or bile-ducts—it is 
sufficient, I think, for the purposes of this discussion to divide 
the pathological conditions which affect our problem, into 
three classes: lesions due to the presence of gall-stones in 
the gall-bladder; lesions due to an acute infection of the gall- 
bladder without gall-stones; lesions due to the presence of 
gall-stones in the common duct; and to divide the operative 
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procedures that figure in our problem into incision and 
drainage of the gall-bladder, incision and drainage of the 
common duct, and removal of the gall-bladder. Clinically 
these different pathological conditions present different degrees 
of danger, for example, an acute infection of the gall-bladder 
with the bacilus typhosus, or the pneumococcus, for instance, 
if promptly and properly drained yields like the simple in- 
fections in other tissues. Gall-stones in the gall-bladder 
present little difficulty; in the common duct, they are apt to 
give rise to complications like cholangitis with dilation of the 
common and hepatic ducts, chronic pancreatitis, and malig- 
nant disease. So also the different operations present differ- 
ent risks; incision and drainage of the gall-bladder with or 
without the removal of gall-stones is a comparatively simple 
procedure; incision and drainage of the common duct 
owing to its more inaccessible position is more difficult and 
more dangerous, while removal of the gall-bladder also adds 
to the danger in the hands of any but the very expert opera- 
tors. This question of the increased operative mortality is, 
however, of little concern to us except as it affects the insura- 
bility of those whose previous history suggests the possibility 
that they may require surgical assistance. But it is a factor 
which cannot be entirely overlooked so long as diseases of 
gall-bladder and bile-ducts are regarded as now to be essen- 
tially surgical, sooner or later like appendicitis pretty sure 
to demand interference, and it confirms and strengthens the 
conclusions of Dr.Symonds as to the seriousness of the lesion. 

For a study of the more remote effects of the operative 
successes on the subsequent health of the individual, we have 
to rely chiefly in the published reports of Kehr and Robson. 
As in all clinical reports many cases have been lost sight of 
and others have been followed for a relatively short time 
after the operation, but the figures are large enough to afford 
some idea as to the permanence of the cure which may rea- 
sonably be expected. 

In his report of his first 400 cases, Kehr states that he left 
gall-stones behind in 4%, had an operative hernia in 7%, 
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found a subsequent history of inflammatory colic in 6%, 
and of adhesion colic in 11%. In the succeeding 450 cases, 
the percentage of stones left behind or overlooked was reduced 
to 2% and these are all cases of stones in the common duct— 
the hernias fall from 7% to 3%, and the cases of colic from 
17% to 4%, with two cases of resulting biliary fistula not 
otherwise classified. The improvement is the natural result 
of the large experiences, but taking the result in the first 
series we find that between 70 and 75% of all cases present 
no unfavorable sequelze and may fairly be considered cured. 
As affecting the Insurance risk the statistics are even better. 
The hernias, like other ventral herniz of operative origin, 
develop early and would appear as a present impairment in 
the application. The stones that have not been removed 
have in all instances given early evidence of their presence, 
often in a few weeks and always within a few months, so 
that as a factor in the later history of the individual they 
may be safely ignored. We have left the inflammatory and 
adhesion colics—17% in one series, 4% in the other. Exactly 
how he distinguishes between them is not clear, nor is it im- 
portant. Together they represent the cases which, even after 
the removal of gall-stones, have continued attacks of pain 
referred to the right upper quadrant of the abdomen, of 
unknown origin, but constituting a distinct menace to the 
health of the patient and a bar to his insurability. Kehr 
makes the interesting observation that after removal of 
the gall-bladder, these attacks of colic occur much less fre- 
quently, making the survivor of a cholecystectomy an even 
better risk than the survivor of the simple incision and drainage 
operation. As regards the re-formation of gall-stones, Kehr 
states that he has never observed it, though he refers to two 
. cases in which new stones had begun to form by the side of 
old ones which had evidently been overlooked. 

In 539 cases Mayo Robson left stones in 2% and about 34% 
of his cases had subsequent attacks of colic, in addition he was 
obliged to perform secondary operations for fistula in seven 
cases, for striction of the cystic duct in one, for retained mucus 
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in one, and for pain in two. The percentage of subsequent 
biliary fistulee was rather large—sixteen cases or about 3%, but 
the greater part of them occurred in his earlier experience. 
It is significant that all the post-operative complications that 
are mentioned in the histories of his patients occurred within 
a year, except in the cases where cancer was found at the time 
of the operation and an apparently radical removal accom- 
plished. In some of these cases recurrence was longer delayed 
but in the uncomplicated cases where more than a year elapsed 
without symptoms, no further trouble was observed. None 
of his successful cholecystectomies except those undertaken 
for malignant disease presented any evidence of subsequently 
impaired health, but their number was but little more than 
5% of the total. 

In the Mayo’s series of 534 cases the later history of the 
cases is not given. Their total mortality was about 4% 
and in about 10% of all the cases the gall-bladder was re- 
moved and the proportion of fatal cases was not increased. 
Although no details are given as to the subsequent condition 
of these cases as compared with those in which the gall-bladder 
was simply opened and drained, Dr. W. J. Mayo in a private 
communication expresses the opinion that ‘‘the gall-bladder 
should always be saved if it can be kept as a functional organ, 
otherwise remove it. We consider cases which need a chole- 
cystectomy of a more serious grade than those who do not, 
and I believe a patient with a healthy gall-bladder is better 
off than a patient without one; in other words the gall-bladder 
has a function. Any person who had a cholecystectomy 
performed and had entirely recovered and remained well 
for a length of time I would certainly consider a good risk 
as far as this particular aspect of the case is concerned. It is 
not so much the removal of the gall-bladder itself that would 
influence us, but the condition which gave rise to the necessity 
for doing so.”’ 

These results represent the highest degree of success now 
attainable in the hands of the most expert operators with the 
largest experiences. From them it would be hardly fair to 
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deduce rules which should govern our action on applications 
which present this impairment, representing as they must, 
cases operated on by all sorts of surgeons under all sorts of 
conditions. We want average conditions, and now that every 
small community is beginning to have its own hospitals where 
men of but limited experience undertake these major opera- 
tions, the average results both immediate and remote cannot 
be expected to be as favorable. 

I think my own experience would represent more nearly 
the average results that may be expected and I have, there- 
fore, tried to follow up and learn the present conditions of 
my operative cases so far as I could. I have, moreover, 
classified as completely relieved only those who report abso- 
lutely no recurrence of pain and no interference with the 
function of digestion and assimilation. As in some cases at 
least the complaints are comparatively trivial, I think the 
actual results are probably a little better than they appear. 

I have the records of 97 operations with 14 deaths, prac- 
tically 14%, which includes complicated as well as uncompli- 
cated cases. Among these were 14 cystectomies with two 
deaths. The present condition of 65 cases has been ascertained 
with considerable difficulty, as most of them are hospital 
patients. Of these 47, or 74%, are in excellent health, have 
never had any attacks of pain, have had no disturbances of 
digestion and no other trouble directly or indirectly connected 
with that for which they sought relief; in other words 34 of 
them have remained perfectly well. In five cases I overlooked 
stones in the common duct, whose presence was manifested 
by a recurrence of symptoms within three months after the 
primary operation and in 3 cases hernia appeared through the 
line of incision. Of the 15 cases which had subsequent 
‘ attacks of abdominal pain in 8 there was only 1 attack and 
that a very slight one. In practically every instance the 
attacks of pain occurred in less than a year. Of the chole- 
cystectomies only two had any subsequent trouble and the 
health of all was even better than the average of the whole 
number. My common duct operations are 12 in number, 




















Gage—Relief of Gall-Stones 305 


with 4 deaths. These are the cases in which stones are most 
frequently left behind, for they represent the later stage of 
gall-stone disease with dilated ducts into which the stones 
may slip out of sight, denser adhesions to surrounding struc- 
tures, a greater liability to malignancy and to other serious 
complications. Failure to relieve is, however, here manifested 
by a return of symptoms even earlier than the cases where 
the trouble was confined to the gall-bladder. 

It will be observed that my results are not as favorable as 
those to which I have referred, but they compare not unfavor- 
ably with Kehr’s first reports and with Robson’s earlier cases. 
I think, moreover, as I said before, that they are fairly 
representative of what may be expected under average 
conditions. 

In studying the conditions which must govern us in decid- 
ing upon the effect of all gall-stone diseases upon the future 
health of its victim and especially upon his insurability which 
is after all, the surest test that can be applied in determining 
its permanent or transient influence, we must recognize first 
of all the seriousness of gall-stone diseases. ‘‘Gall-stones in 
the gall-bladder,’”’ says Richardson, ‘‘are a constant menace 
to health—they should be removed as soon as they begin to 
appear unless there are contra-indications in the patient’s 
general condition or in the condition of other viscera.” 

Symonds found hepatic colic to be more serious than renal 
colic and its mortality higher. I believe his rule of action, 
quoted from a letter to Dr. Wells, “that a period of five years 
of complete immunity should elapse after an attack before an 
applicant should be eligible for insurance,”’ is none too strin- 
gent, unless the stones have been removed. The increasing 
frequency with which these conditions are treated by surgical 
operation, makes it important for us to determine how far the 
performance of an operation should modify this rule. From 
a consideration of the reports which I have presented, con- 
firmed both by reading and observation, I think it is safe to 
say that at least 34 of the operative cases may be expected to 
remain free from any impairment due to the previous existence 
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of gall-stones, provided that the operation is done early enough 
and discloses no other complications. To quote Richardson 
again, ‘‘the removal of gall-stones from the unaffected or but 
slightly affected gall-bladder is as certain to be immediately 
and permanently successful as any operation in surgery.” 
Although theoretically they may re-form after removal and 
drainage, practically not an authenticated instance of recur- 
rence has occurred and the possibility would seem to be too 
remote to be worthy of consideration. Moreover, where 
operation is not followed by permanent relief, the return of 
symptoms is in all cases observed very early, practically 
within less than a year. It would seem, therefore, that a 
two-year interval of complete freedom from abdominal or 
digestive disturbances was sufficient to establish the pro- 
bability of a permanent immunity. This rule would seem 
to be safely applicable whether the operation was incision 
and drainage of the gall-bladder or involved its removal. 
Richardson says, “Its function, apparently one of simple 
biliary storage, can be safely and permanently dispensed with, 
as numerous cases have already shown.’”’ Mixtor regards a 
successful cholecystectomy as much less likely to be followed 
by unfavorable results than a successful cholecystotomy. 
I have already quoted the opinion of Mayo and the reports 
which I have presented certainly confirm what these distin- 
guished representatives of surgery have expressed. Cases 
presenting a history of stones in the common duct, particularly 
those cases in which there have been repeated attacks of 
hepatic colic with transient jaundice should never be accepted 
for insurance until after a successful operation, even if they 
should be accepted at all. Of my operations on the common 
duct, one has remained perfectly well for eleven years, three for 
five years, one for two years; one has had a serious attack of 
colic nineteen months after the operation, and one has had 
more or less digestive disturbances ever since. It would 
appear, therefore, that quite a large proportion do make a 
complete recovery and may reasonably look forward to a 
permanent immunity. Stones in the common duct, however, 
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represent the neglected cases, in which permanent and pro- 
gressive changes in adjacent organs are very likely to have 
begun. If acceptable at all it should be only after an interval 
of not less than five years of perfect health. 

In all cases it is, of course, essential that a very full and 
accurate statement of the conditions found at the time of 
operation and the condition of the applicant’s health since 
the operation should accompany the application. If no 
unfavorable conditions were found at the operation and no 
signs of recurrence have since been observed, it would seem 
that after two years a proposal for insurance might be favor- 
ably entertained whether the gall-bladder was removed or 
not. But if the operation were upon the common duct the 
interval should be longer. 


DISCUSSION 


Dr. Ingalls—Mr. President and Gentlemen: I think the 
Association is to be congratulated on having such a practical 
paper and one that contains so much practical information 


without a large amount of statistics. In my early daysI 
remember the old operation was done only in cases of dire 
necessity and oftentimes hurriedly and without the thor- 
oughness with which the operation is now performed. Com- 
pare that with the operation which is done nowadays where 
the incision is freer and there is a more thorough inspection 
of the parts and the presence and location of the stones more 
accurately determined and the removal consequently more 
successful. These latter-day operations are the ones with 
which we have more frequently to deal and these are the 
cases which will probably appear as applicants for life 
insurance. The proportion is most interesting in these 
cases as comparing the female and male risks. In an article 
to which I have had access recently, dealing with statistics of 
some 2000 cases, the proportion given was 76% of females 
and 24% of males; and in the operations performed in these 
cases the operative mortality was less than 5%. The Mayos 
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have reported some 1600 operations, in which set of cases 
there have been three secondary operations and only one of 
these three was performed after the interval of one year from 
the operation, showing two secondary operations performed 
within the year, and one after the year. Of course, Dr. 
Gage has most aptly expressed what I believe to be the kernel 
of the whole subject,—we cannot rely on the statistics of 
operators like the Mayos because they represent the highest 
degree of surgical art; but the operations nowadays are per- 
formed in hospitals all over the country and we have to 
obtain our statistics from the general run of operations. 
It would not be a fair thing to deduct conclusions from the 
ablest and the best operators, leaving the minor operators 
out of consideration. There are not many statistics avail- 
able, and it seems to me that we must obtain all the in- 
formation possible in our various localities and see what the 
results have been in the hands of the minor operators. 

The complications occurring after the operation for gall- 
stones, like fistula, hernia, adhesions, and re-formation 
of stones, it seems to me must all show themselves within 
a twelvemonth after the operation. I have taken pains to 
look at the cases in our own hospital, and we have selected 
100 consecutive cases occurring without death from the 
operation, not taking cases where simple drainage was per- 
formed, but only cases in which gall-stones were found at 
the time of the operation and which come under the head 
of operations for gall-stones. Of these there were 63 interval 
cases and 37 operated on in the acute stage. Of this series, 
the percentage of males and females is interesting—only 8% of 
males and 92% of females in the 100 cases. The youngest pa- 
tient was 26 and the oldest 80. The longest case of which we 
have record is nine years since the operation. Of these 100 
cases there have been three secondary operations, two of which 
have been performed within a year after the first operation,and 
stones found which had probably been overlooked at operation. 
One case was operated on after three years for return of 
symptoms and in this case also stones were found which were 
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evidently old stones. It seems to me that these figures come 
very near the average ones and in looking into the matter 
I would conclude that in every case applying for life in- 
surance with a history of gall-bladder operation, most careful 
inquiry should be made and information obtained as to the 
nature of the operation, as to the location of the stones, and 
the result of the operation, first from a surgical standpoint, 
and secondly from the standpoint of relief of symptoms and 
return to health, and if within twelve months no fistulze have 
formed, there have been no return of disturbances of digestion, 
no return of local symptoms, no hernia, it is safe to place the 
risk on the books, provided the detail concerning the opera- 
tion is satisfactory in the mind of the Medical Examiner. 
The risk is no greater than the risk of people having gall- 
stones who have been accepted as standard, and the percent- 
age of return is no greater. It may be that our experience 
after taking some of those risks may change some of our 
ideas and some figures, but it would seem to me that a modern 
operation with the good results obtainable makes the risk a 
fairly safe one to enter on the books after a good twelvemonth 
has elapsed. 

Dr. Ross—This paper is one with which I am personally 
very much pleased. It shows the outcome of a great deal 
of thought and a great deal of clinical experience. The few 
remarks I have to make are simply based upon clinical ex- 
perience. I do not attempt to wander outside of that ques- 
tion. My work is abdominal surgery and has been for a 
number of years. Iwas a pupil of thelate Mr. Lawson Tait, 
under whom I was first made acquainted with this subject. 

We have to remember that from a life insurance point 
of view any surgical operation in which the abdomen has 
been opened increases the risk owing to the fact that we 
are liable to have adhesions and to have subsequent intes- 
tinal obstructions. I have operated on a number of these 
cases, following previous operation in the abdomen, so that 
that is to be considered in connection with diseases of the 
gall-bladder and diseases of the gall-ducts and operation. 
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Then, in any abdominal operation we may have a rupture 
through the wound. The danger from this has also to be 
taken into consideration and I should say that no man who has 
had an attack of inflammation inside of the abdomen is as good 
a risk as a man who has never had such an attack. In our work 
we are constantly coming across cases of intestinal obstruction 
in people who have had previous attacks of inflammation. 

With regard to the question of recurrence—recurrence 
is by no means in my experience rare, but the recurrence 
depends upon the size and the number of stones removed,— 
the greater the number the greater the tendency to recur- 
rence. When a stone is left and not removed, the condition 
is an extremely dangerous one because it is liable to ulcerate 
or to cause chronic changes that have a subsequently fatal 
result. In one case I removed 5000 stones—just like so 
much gunpowder. The man was afterwards operated on 
in the Johns Hopkins Hospital and later by my friend, Dr. 
Haggard, and I had reports from these different sources that 
he was still no better—he was practically a gall-stone mill. 

Now getting down to the important point where the di- 
visions take place which Dr. Gage has so wisely made, for 
the purposes of discussion,—‘‘ Lesions due to the presence of 
gall-stones in the gall-bladder; lesions due to an acute in- 
fection of the gall-bladder without gall-stones; and lesions 
due to the presence of gall-stones in the common duct.” 
As to my own experience, we have for instance gangrene 
of the gall-bladder. Some two or three years ago I described 
in a paper my experience with these cases, outlining therein 
the definite symptoms produced in that condition. I have 
not noted any subsequent trouble. After operation for 
gangrene of the gall-bladder or acute infection of the gall- 
bladder the patients are perfectly well, with the one exception 
which I made in the first place, that any person having had 
an abdominal operation is not quite so good a risk from an 
insurance point of view. There has however been no re- 
currence of the trouble and they should only be classed as 
other cases having had an abdominal operation. 
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I have found no trouble in cases in which stones have been 
removed from the common duct. While in some of them 
apparently stricture due to the thickening and swelling of 
the duct occurs and we are worried and uneasy about it, 
still the swelling seems to disappear, the thickening goes 
away, and the patient returns to perfect health. This cannot 
be said regarding a stone in the cystic duct because in those 
cases it seems as if the stricture becomes tighter and then 
a subsequent operation for the removal of the gall-bladder 
becomes much more dangerous than if the operation had been 
done in the first place owing to adhesions, and operation 
has to be done for the relief of these mucous fistule. A man 
cannot go around with a pad all the time, and it is necessary 
that this operation be done, but it is an operation which 
is fraught with a good deal of mortality. In one case I had 
small Murphy buttons made for the purpose of anastomosing 
the gall-bladder. I did that with one man in our city and 
he made a splendid recovery. At that time I had not devised 
my special forceps. He lived for about five years and died 
from septic phlebitis. His jaundice had completely cleared up. 

I have not found malignant disease following operation 
for the relief of these conditions. 

The patients who have had gall-stone colic must certainly 
be dealt with carefully from a life insurance standpoint. 
In the cases where there have been a number of stones re- 
moved, some have subsequent attacks of colic, but I have 
never yet seen a fatal result as a consequent effect of that. 
Another point I want to bring up is, that some perhaps have 
an idea that gall-stones are formed only in the gall-bladder. 
This is certainly not true, so that the removal of the gall- 
bladder does not prevent the formation of gall-stones. I 
have seen gall-stones taken from the centre of the liver. 
I have myself removed stones from the hepatic duct above 
the junction of the cystic and the common duct. There is 
no doubt at all they can occur anywhere in the biliary tract. 

I note that Dr. Gage says—‘‘these cases have colic subse- 
quently but not gall-stones.’’ I do not understand how 
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the operators can distinguish between the two. If a man 
has colic after the operation the chances are he has passed 
a small gall-stone—it may be very small—but that these at- 
tacks are simply due to adhesions or to pieces of mucus, I 
do not believe. 

Operations for fistule are not serious and we know at once 
whether the fistula is going to occur after the operation. I 
have never lost a patient,—have closed up a number of these 
fistule and it is an easy matter. Of course if we have the 
mucous fistula then we have a serious operation because the 
gall-bladder has to be removed, but I am referring to 
the ordinary biliary fistula occurring from the presence of 
the drainage tube. This is not serious. 

As to the absence of the gall-bladder, I have seen no ill 
results from that. Then Dr. Symonds says that ‘‘a period 
of five years of complete immunity should elapse before an 
applicant should be eligible for insurance.’’ I would say— 
unless on certain plans, as an endowment with a lien, so that 
the reduced expectancy and the increased risk might be met. 
I think those cases might be taken perhaps in this way, but 
I would rather not take them even after an operation has 
been performed. 

I quite agree with what Dr. Symonds says regarding the 
difference between hepatic colic and renal colic. Hepatic 
colic is much more serious than renal, because we have the 
two kidneys and that helps a man out. 

The essayist says he would want a two-year interval of 
complete freedom from abdominal or digestive disturbances 
but he does not say, whether after or before. I would want 
the operation first and then two years free after that, if I 
were taking the case. 

Further, Dr. Gage says, ‘cases presenting a history of 
stones in the common duct, particularly those cases in which 
there have been repeated attacks of hepatic colic with tran- 
sient jaundice, should never be accepted for insurance until 
after a successful operation, even if they should be accepted 
at all” —and I scarcely understand what the Doctor means 
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when he says farther on—“‘if acceptable at all it should be 
only after an interval of not less than five years of perfect 
health.”” Ofcourse when there are stones in the common duct 
the condition is so apparent, the jaundice is so real, that when 
the jaundice disappears and the colic disappears, there is no 
doubt in my mind that as a rule the stone disappears. If the 
stone is present, the patient will become jaundiced very soon 
after, owing to the fact that a plug of mucus comes down 
and closes up the opening; but when the stone is there the 
patient will have jaundice at frequent intervals. 

What should we do in cases in which an operation has been 
performed and nothing found? I think that we have to take 
into consideration first the calibre of the operator, as to 
whether he is an experienced operator; and then, the con- 
dition that he finds. If he finds a condition of serious in- 
flammation around the gall-bladder and the gall-duct and 
the liver, with adhesions that prevent him from going on 
with his operation, so that he has to close the patient up, I 
for one would not give such an applicant a life insurance 
policy. 

Dr. Porter—On receiving the manuscript of the Doctor’s 
paper I was so impressed with the great value of its contents 
that I endeavored to arrange to have some of our prominent 
New York surgeons present at this meeting, in order that they 
might discuss the subject with us, but I am sorry to say that 
I have been disappointed in this as I have been unable to 
secure the attendance of the gentlemen whom I had in mind. 

The particular point which I think we are to consider is— 
what conclusions we shall draw from this paper as to the 
duration of time after operation at the conclusion of which 
cases may safely be considered for standard forms of insurance. 
The Doctor has specified or suggested two years as the period. 
Where information can be obtained from experts—that is from 
surgeons who are thoroughly expert in this work—lI believe 
possibly the suggestion is entirely safe—+. e., taking these 
cases two years after; but I cannot agree with Dr. Ingalls 
in his suggestion of twelve months or thereabouts after such 
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operation. I believe even in the hands of experts that 
within a period of two, or perhaps three or four years for 
that matter, there will quite likely be a recurrence of trouble 
which will either necessitate subsequent operation or result 
fatally. I base this assertion upon reports of cases which 
have: been given me upon personal interview with two or 
three of our more prominent surgeons in New York within 


- the past few days. I questioned them as to the time when, 


in their judgment, cases might properly be taken after opera- 
tion and the periods suggested by them vary from two to 
five years, depending largely upon the character of the 
operation. All agree that where stones are found in the 
common duct or where there is any change in the common 
duct a longer time must certainly elapse. As to the differ- 
ence in results between the two operations, there is a very 
definite difference of opinion among the best men. I think 
that the majority are rather in favor of the view taken by 
the Mayos that there is less likelihood of a recurrence and 
fatal results where the operation of cholecystectomy is per- 
formed. Of course originally all jumped to the conclusion 
that cholecystectomy was the only operation,—the Mayos 
took that view and two or three others took the same view,— 
that there is less likelihood of subsequent trouble after such 
successful operation; but a few cases of pancreatitis were 
reported and a good many observers thought they detected 
evidences of pancreatic trouble, so a distinct reaction took 
place and for a period of time the majority took the ground 
that the cases following cholecystotomy were the safer ones. 
I find now that some of these gentlemen are coming back to 
the opinion, disregarding the possibilities or dangers of pan- 
creatic trouble, that if the gall-bladder has been satisfactorily 
removed, there having been no complications as regards the 
common duct, the possibilities of subsequent trouble are 
definitely less than when the gall-bladder is simply opened 
and drained. I do not think that in view of this difference 
of opinion among the very best men we can safely discriminate 
between the two, but should class them at the present time 
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under the same heading and make up our minds whether 
we are going to require a period of one year, as suggested 
by Dr. Ingalls, two years as suggested by the reader of the 
paper, or five years as is felt to be necessary by certain other 
surgeons and medical officers. This one point is the im- 
portant one for us to discuss. 

Dr. Toulmin—There are three prominent divisions of the 
question,—first, when the gall-bladder has been drained; 
second, when the gall-bladder has been removed; and third, 
when the stone is found in the common duct. The first 
is the most favorable, as the secondary operation for recur- 
rence of symptoms or on account of adhesions is simple when 
the gall-bladder is still in place and can be used as a guide. 
The presence of stone in the duct makes the prognosis less 
favorable. If the cases belong to Class I, we consider them 
insurable a year after operation; if they belong to Class II 
or to Class III, they are less desirable but still insurable. 
The age has a bearing in connection with the possibility of 
a subsequent operation. The older the individual therefore 
the less desirable the risk. In about 10% there is a recurrence 
of symptoms later. 

Dr. Tabb—I have a report of a case of gall-stones that 
was sent to me by a gentleman whom I met in the mountains 
this year,—nothing very interesting about the case except 
the number of stones. Dr. Ross mentioned the number of 
stones in one case on which he operated. In the case of 
which I speak 4000 stones were found in the gall-bladder 
and the Doctor took occasion to correspond with a number 
of surgeons all over the country to ascertain the number of 
stones they had found in their experience with these cases. 
The results of his inquiry are interesting, showing the num- 
bers of stones removed varying from 40,000 reported by 
Dr. Mixtor; 14,000 by Dr. Sherrill; 10,000 by Dr. Mayo; 
7802 by Dr. Chambers; and 6780 by Dr. Ochsner, and so 
on, the smallest number reported being 700. I think it of 
considerable importance that the number of stones found 
should be taken into consideration. 














316 Twenty-First Annual Meeting 


Dr. Frank Wells—It seems to me that the difference is 
this,—if we could always rely upon the reputation and the 
skill of the surgeons who have performed the operations, 
that is one thing; but we know that nowadays, distributed 
throughout the country, abdominal surgery is frequently 
practised among a class of men who are indifferent surgeons, 
—the reputation they enjoy of having performed an abdom- 
inal operation is a very pleasing one. Hence we, as life 
insurance Medical Directors, are obliged to look at this 
question from the standpoint of a general performance of 
these operations by good surgeons, by indifferent surgeons, 
and by bad surgeons, and under these circumstances, I 
thoroughly believe that two years should be the lowest 
limit of time after an operation has been performed for the 
relief of gall-stones, when we can safely accept the risk. 
There is another class of cases in which no gall-stones have 
been found, but where the attacks of colic are due to in- 
spissated bile. I had a case two or three days ago where 
after repeated attacks of supposedly gall-stone colic, an oper- 
ation was performed and no gall-stones were found and the 
conclusion was reached that the attacks were due to inspissa- 
ted bile, which we all know may produce symptoms analogous 
to those which we find in the passage of gall-stones. I would 
like to ask Dr. Gage how soon after one attack of colic he thinks 
it would be advisable to accept an applicant for insurance, 
provided he has had no subsequent attack, without operation? 

Dr. Gage—Five years. 

Dr. Wells—After a second attack he is uninsurable? 

Dr. Gage—Yes, without operation. 

Dr. Wells—It is also very important that we should con- 
sider what has been referred to in the various discussions, 
and that is the condition of the digestive system as a possible 
cause for future attacks. I do not think any of us would 
dare to take a case, even after an operation, unless it could 
be thoroughly demonstrated that the applicant for insurance 
has had no attack or is not predisposed to any condition 
affecting the mucous membrane of the digestive tract. In 




















Discussion 317 


many of these cases we find that there has been a previous 
history of a catarrhal condition of the duodenum which 
condition may continue after a man has been operated on. 
Malaria is one cause of serious disturbance of the liver func- 
tion and of the condition of the digestive system. We are 
considering cases from all over the country in localities 
where there has been and is a predisposition to malaria, 
owing to bad drainage, or swamps, or marshes, or what not. 
Then, too, another consideration—is the origin of the trouble 
due to typhoid fever? It has been claimed that in many 
of these cases there has been a previous attack of typhoid 
fever from which a condition arises which may produce the 
gall-stones, and I beg to ask Dr. Gage in what proportion 
of these cases with which he is so familiar has there been 
any previous attack of typhoid fever as starting an infection 
from which gall-stones may arise. 

Dr. Gage—Work on that subject was done largely by Dr. 
Cushman of the Johns Hopkins College, who reported a 
pretty large percentage—I cannot quote the exact figures 
now—in their experience in Baltimore in which the previous 
history of typhoid fever existed, and enough instances have 
been placed on record, I think, where the patients have 
recovered from the gall-bladder, but on the whole the per- 
centage is pretty small in which an accurate estimate can be 
obtained,—I think 10% would be a large number. 

Dr. Wells—I would like to hear from Dr. Symonds for in 
a very interesting letter which he wrote me when I was in- 
vestigating the subject, he stated that formerly he believed 
that after the gall-bladder had been removed the case 
was acceptable from a life insurance standpoint, but since 
he had read a paper of Dr. Mayo’s he had changed his opinion, 
and now felt that removal of the gall-bladder should be a 
bar to the issue of the policy, and in fact on inquiry from 
Medical Directors of various companies as to what their 
procedure had been, many or quite a number of Medical 
Directors answered that if the gall-bladder had been removed 
they did not think that the risk was acceptable. 
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Dr. Symonds—Those were my views when I wrote to Dr. 
Wells, based largely upon information that we had had in- 
directly from the Mayos, and I have those views at this time. 
I am very glad to be here this morning to listen to Dr. Gage’s 
paper, because necessarily a paper like that with discussion 
is going to modify my views on the question of operative 
procedure in the gall-bladder. Dr. Gage’s paper clears up 
to a very large degree an obscure point in our selection of 
risks and a point in which conditions are so recent that 
statistical information would be of very little value in actually 
determining the influence on the hazard. In regard to one 
thing of which he spoke in his paper, however, there is a 
mistake, for the Medico-Actuarial Mortality Investigation 
calls for major operations on the gall-bladder and does not 
restrict the study to cholecystectomies but simply restricts 
it to major operations without any subdivisions, and it has 
been very interesting to me to distinguish these three classes 
this morning. One other point,—it should be borne in 
mind that while hepatic colic is a more serious lesion than 
renal colic, the tendencies of the two are exactly reverse. 
Hepatic colic is a decreasing hazard, that is to say, as soon 
as the incident has happened, from that time the hazard 
begins to diminish and without operation I should think 
that five years was a time indicating that most of the hazard 
had disappeared. On the other hand, in renal colic, the lesion 
in a certain number of cases—not in all of them, but in a cer- 
tain number—is an increasing hazard, and while the danger is 
not great at the start, it does indicate a condition of the system 
which leads to subsequent changes in the vesicular apparatus 
and in the kidneys which in the course of five to ten years 
become a serious matter. That difference I think should be 
noted between the two forms of colic. 

Dr. Willard—If no other member wishes to discuss Dr. 
Gage’s paper, will Dr. Gage close the discussion? 

Dr. Gage—With regard to the point raised by Dr. Symonds, 
—the difference between renal and hepatic colic,—the essen- 
tial difference seems to me that the renal often indicates the 
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beginning of degenerative changes. Hepatic colic is not so,— 
it is an infection. Then with regard to attacks of colic 
which follow the operation and the question whether these 
are due to the passage of stones or to something else,—one 
has to take into consideration the prevalent idea now among 
surgeons that hepatic colic does not represent the passage 
of a stone but a spasm of the gall-bladder which may occur 
without stones—it may occur as a reflex condition from some 
disease of the pyloris; and in those cases in which colic follows 
the operation, that is supposed to be at the present time 
the explanation, that it is a spasm of the gall-bladder, and one 
reason why the removal of the gall-bladder diminishes those 
attacks of colic subsequently is that there is not any gall- 
bladder to have a spasm and the attacks of colic are much 
less common. The same is true in cases where nothing is 
found at the time ‘of the operation. No gall-stones are 
found, ‘but there may be a decided thickening of the 
gall-bladder and decided alterations there, in which case 
its removal would be followed by much more satisfactory 
and permanent results probably than from the drainage 
operation. 


The result of the ballot for nomination of officers 
was next read and posted. 

There being no further business, a motion to 
adjourn was made and carried. 


SECOND DAY 


President Thomas h. Willard in the chair. Quorum 
present. 

Drs. Root and Toulmin having been appointed 
tellers, voting for officers for the ensuing year was 
proceeded with. 

A paper was then read by Mr. James D. Craig on: 
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ON THE APPARENTLY UNCHANGED DEATH-RATE 
WITHIN RECENT YEARS AMONG RISKS 
INSURED IN THIS COUNTRY UNDER 
ORDINARY POLICIES. 


Within recent years, men of different professions have 
co-operated to bring about public sentiment and educate the 
public generally along modern lines for the prevention of 
disease and the prolongation of life. The question has been 
discussed from all phases, from the Insurance, the Labor, the 
Economic,'the Hygienic, and the Educational, while publicity 
has been given to the increase in longevity within the last 
century, both in foreign lands and in the different cities and 
States of our own country. The microbic character of many 
diseases has been discovered and to-day the leading minds of 
the country are arguing that it is the function of the national 
Government to assist in the efficient fighting thereof in order 
that death therefrom may be at least postponed. Men 
understand more than ever the objects and effects of the 
measures taken in the last generation to fight disease. 

The attention of the Medical Directors’ Association was 
last year called to the fact that the decrease in mortality was 
due in large measure to the more effective treatment of those 
diseases belonging to the Miasmatic, Diarrhoeal and Tuber- 
cular classes, and I would now like to suggest the probability 
that this decrease does not appear to be caused by any marked 
improvement in longevity among the people who insure under 
Ordinary policies, but is confined almost exclusively to the 
Industrial classes. True, the mortality experienced by the 
British companies seems to have improved, although not to 
such an extent as that of the population in America, but the 
evidence available seems to show that the improvement 
experienced by American companies is very much less. 

In order to have clearly in mind the general improvement 
in mortality, we will refer to the paper presented to the Fourth 
International Congress of Actuaries by Mr. John K. Gore, 
“F.A.S.,” Actuary of the Prudential Life Insurance Company, 
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of Newark, on the “Improvement in Longevity in the United 
States during the Nineteenth Century” in which he showed 
in Table 3 the death-rate per 1000 of thirteen American cities 
during the last half of the century. While he drew particular 
attention to the general inaccuracies of census statistics, he 
submits the table which follows in order to show the general 
tendency. 


AVERAGE OF DEATH-RATES PER 1000 OF POPULATION. 


Year Death-rate per 1000 
1851-1863 28.3 
1864-1875 25-4 
1876-1888 22.9 
1889-I901 21.0 


This table shows a death-rate of 28.3 per cent. during the years 
1851-1863, as against 21.0 per cent. during the years 1889- 
1901, which is a decrease of 730 deaths for each 100,000 of 
population. From the last column of Table 5 of the same 
article we find the decrease from 1850-1854 to 1895-1900 by 
age groups to be as follows: 


Under 1 158.5 
1-4 41.5 

5-9 8.2 

10-19 
20-29 
30-39 
40-49 
50-59 
60-69 


79-79 
80 and over 
All ages (corrected) 


_ 
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The mortality from 1850-1854 was exceptionally heavy, 
due to an epidemic of cholera; therefore were the comparison 
made with the rate of 1855-1859 the table would show: 
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INCREASE OR DECREASE IN DEATH-RATE FROM 1855-59 
TO 1895-1900. 


Under I —109.9 
1-4 —25.5 

5-9 ——$.7 

10-19 —2.0 

20-29 —3.4 

30-39 —2.4 

40-49 —1.8 

59-59 +1.0 

60-69 +5-3 

79-79 +4.2 

80 and over +26.9 

All ages (corrected) —6.4 


The only Ordinary Tables which lend themselves to 
comparison with these population figures are the H™ and 
O™ Tables compiled from the experience of the companies 
of Great Britain on account of the records for the O™ 
Table practically beginning where those for the H™ Table 
ceased. 

Mr. George King in his “‘ Brief Notes on the British Offices 
Mortality Experience, 1863-1893,’’ presented to the Fourth 
International Congress of Actuaries, says: 


“‘ About the year 1893 it came to be felt that the Institute 
of Actuaries Experience was passing out of date. It had 
been drawn from the records of twenty companies, and 
covered the whole of their history. Therefore, many of 
the lives had come under observation in the early years of 
the Nineteenth Century, when social and sanitary conditions 
existed different from those of the present time. Com- 
panies in their valuation reports had often mentioned the 
results of their individual mortality experience investiga- 
tions, and it was found that they almost invariably an- 
nounced mortality falling below that to be expected by the 
Institute Tables; and hence the conclusion was almost in- 
evitable that the mortality prevailing among assured lives at 
the present day is less than was the case in former times.” 
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As the improvement is germane to our subject, the number 
dying out of each 100,000, together with the decrease shown 
by these two tables, is submitted according to the age groups 
used above, and for the purpose of comparison, the corre- 
sponding figures from the population tables already referred to. 


NUMBER DYING EACH YEAR OUT OF EACH 100,000: 


Decrease Increase or decrease 


Ages Hm Om of Om in population table 
above 
10-19 384 360 24 —200 
20-29 681 477 204. —340 
30-39 876 726 150 —240 
40-49 1221 1138 83 —180 
50-59 2070 2006 64 +100 
60-69 4143 4045 98 +530 
70-79 8953 8617 336 +420 
80 and over 19160 18739 421 +2690 


While not laying too much stress on a comparison of the 
experience of British companies with that of American 
cities, it is interesting to note that for ages 20-50, the 
ages on which most Ordinary Insurance is written, the 
improvement among the population of these cities is greater 
than among the insured in England. The continued 
gain at the higher ages in the O™ table might represent 
the results of selection and graduation, as well as actual 
experience. 

Mr. Samuel George Warner in a paper, ‘‘On the Improve- 
ment in Longevity during the Nineteenth Century, read before 
the Fourth International Congress of Actuaries,’’ made a 
comparison of the Expectations of Life, from which he ob- 
served this continued gain, and commented thereon as 
follows: 


“These sets of figures are interesting, if only from the 
fact that they contradict, at the higher ages, the testimony 
of the general population results, and show a uniform, if 
minute, improvement throughout. They seem to indicate 
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that certain small and severely selected sections of the 
community (for the medical test in the case of the life 
assurer and the automatic self-selection of the annuitant are 
cognate forces), drawn too, it must be remembered, chiefly 
from the prosperous middle class, hold their own through- 
out life, and show, from youth to old age, a fractionally 
improving longevity.” 


Comparing the experience of American Companies for a 
period of years in order to ascertain the increase or decrease, 
we note the experience on male lives of the Connecticut 
Mutual for the years 1846-1878, showed a death-rate of 84.6 
per cent. on the American Table, as against 77.8 per cent. 
in the New York Life for the years 1872-1903. While this 
is a decrease of nearly 7 per cent., it is possible that the expe- 
rience of the latter company was but little better than of the 
former, and also that the smaller percentage is accounted 
for by the larger proportion of recently examined lives. As 
a matter of fact, the death-rate from the tenth to the twentieth 
years in the New York Life shows a higher ratio than for 
the corresponding period in the Connecticut Mutual, the 
actual figures being 92.7 for the former and 87.1 for the latter. 
The experience of the New York Life is based upon amounts, 
while that of the Connecticut Mutual is based upon lives, 
but as the ratio in the latter company is only 2.5 per cent. 
less for lives than for amounts, the difference does not affect 
the general conclusion. 

If we look for experience which does not overlap, we find 
the Connecticut Mutual closing its records in 1878 and the 
Mutual Benefit starting with 1879. Yet the experience of 
the Connecticut Mutual from 1846-1878 was, as already 
stated, 84.6 of the expected on the American, while the Mutual 
Benefit, from 1879-1906, after excluding the first two years 
of membership and the experience on extended insurance, was 
88 per cent. The extended insurance experience showed 
claims equal to 91.9 per cent. of the expected, so it is probable 
that the entire experience was not any more favorable than 

















Craig—Unchanged Death-Rate 325 


that of the Connecticut Mutual. While the above seems to 
indicate that the experience of these two companies was 
very little, if any, better within the last generation than 
that of the Connecticut Mutual in the previous one, it does 
not necessarily prove that the mortality rate of each 
company is stationary or that it is not improving. Fortu- 
nately, we can analyze the figures of one company over the 
two periods. 

We have the experience of the Mutual Benefit for the 
years 1845-1879, and, based on amounts of insurance, the 
ratio of actual to probable claims is given as .894 as com- 
pared with .88 specified above for the years 1879 and 1906. 
Were the first two years of membership excluded from the 
experience of 1845-1879, the ratio would be 92.7. 

Comparing the figures in groups of policy years, we have: 


EXPERIENCE OF THE MUTUAL BENEFIT LIFE INSURANCE 
COMPANY. RATIO OF ACTUAL TO PROBABLE CLAIMS BASED 
ON THE AMERICAN EXPERIENCE TABLE OF MORTALITY. 





Vase te Soren ry “ 1845-| Experience of 1879-1906 


(exclusive of Ex. Ins.) 





3-10 90.9 66.0 
11-20 94.2 91.6 
21-30 101.3 101.2 

30 & over 77.4 97-5 

Total 92.7 88. 











A study of this table leads us to the conclusion that the gain 
in mortality in this company has been very slight after the 
effects of medical selection are excluded. The low per- 
centage for 30 years and over in the 1845-1879 table is prob- 
ably due to the small number under observation. 

It therefore appears that no matter whether the comparison 
is made between the records of different companies, or between 
the different records of a particular company, the same general 
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conclusion is reached, namely, that the improvement in the 
mortality of Ordinary risks during the last generation has not 
been material, while among the population it has been con- 
spicuous, and the question immediately arises, is this condition 
being continued to-day? Is the mortality of the Industrial 
masses still improving while that of the Ordinary classes 
remain constant, or are both classes improving? 

Within the last few years the decrease in the death-rate 
among Industrial lives has been marked. A certain company 
made one analysis of this business based upon its experience 
during the years 1890-1894, and another based on its expe- 
rience during 1896-1905, and the two make available an 
easy comparison of the rate of mortality during the respec- 
tive periods and we have availed ourselves thereof for the 
following table: 


NUMBER OUT OF 100,000 LIVING WHO DIE EACH YEAR. 








Ages “on. | eae Decrease 
10 547 376 171 
20 1052 762 290 
30 1573 1185 388 
40 1929 1490 439 
50 2759 2198 561 
60 4687 3955 732 
70 9099 8231 868 
80 18734 18155 579 














This tremendous gain also appears in the general population 
tables in Mr. Gore’s paper mentioned above, but does not 
show in the available statistics of Ordinary policies. 

In the last number of the Transactions of the Actuarial 
Society of America, Mr. Messinger, F.A.S., Actuary of the 
Travellers Insurance Company, presented a paper from which 
we take the following: 
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SUMMARY OF THE TRAVELLERS’ LIFE EXPERIENCE BY 


CALENDAR YEARS ON ALL POLICIES IN FORCE COVERING 
STANDARD LIVES, ISSUE OF 1866-1908 INCLUSIVE. EX- 
PERIENCE OF 1897-1908 INCLUSIVE. 


RATIO OF ACTUAL CLAIMS EXPECTED 








Year Number Amount 
1897 732 745 
1898 -694 712 
1899 825 894 
1900 832 943 
1901 .822 .899 
1902 735 .691 
1903 -790 879 
1904 -750 .840 
1905 .836 965 
1906 .761 781 
1907 .692 -708 
1908 -700 -784 











These ratios are not given far enough back to make a fair 
comparison with the Industrial figures, but for the year 1905 
(the last year included in the Industrial experience) they are 
.836 and .965 respectively, and are higher than those for any 
of the other years given. While, of course, it is only a coin- 
cidence that these are the highest ratios, and another, that 
the ratios for the first two years rank among the lowest, 
nevertheless it is evident that in its entirety the table shows 
but slight improvement during the twelve years, and this is 
probably due to selection. Mr. Messenger himself says: ‘‘ It 
is my opinion that the requirement of the urinalysis and of 
the inspection report in the case of every application during 
recent years has had more to do with the improved mortality 
tate than anything else.” 

It is with some hesitancy that I submit the following figures 
from the Gain and Loss Exhibits. In the first place the 
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calculations may not always be accurate, and in the second 
place the various classes of lives, including Standard lives 
based upon different tables, as well as all kinds of sub-standard 
lives, are apt to lead to wrong conclusions, but as the main 
object sought in this paper is to note the tendencies and make 
comparisons with Industrial lives, the figures are included. 
By limiting them to certain companies, the element of radical 
error is largely eliminated, and I have therefore prepared a 
table showing the percentage of actual to expected mortality 
for the combined totals of the Connecticut Mutual, Mutual 
Benefit, Mutual of New York, Equitable, and New York 
Life Insurance Companies for the years 1897-1908. 


TABLE SHOWING PER CENT. OF ACTUAL TO EXPECTED MOR- 
TALITY ON NET AMOUNT AT RISK BASED ON THE EXPERI- 
ENCE OF THE FIVE COMPANIES MENTIONED ABOVE. 


1897 80.88 
1898 81.63 
1899 89.07 
1900 79.32 
1901 81.88 
1902 78.99 
1903 80.92 
1904 82.35 
1905 79-94 
1906 74-59 
1907 80.81 
1908 78.42 


While these per cents. fluctuate somewhat, no real improve- 
ment is apparent and the results seem to substantiate those 
produced from the experience of the Travellers’ Insurance 
Company. 

The thought might occur that, whereas the mortality at 
the present time seems to be around 80% of the expected, 
based on the American Experience Table of Mortality, and 
whereas this table was compiled from the records of the 
Mutual Life about 1860, that here is prima-facie evidence of 
decrease in the mortality of 20% during the last 50 years, 
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but this conclusion is not borne out when we analyze the 
origin of the American Table. We learn from a paper pre- 
sented to the Actuarial Society in May, 1908, by Mr. D. P. 
Fackler, F.A.S., entitled ‘‘The Genesis of the American 
Experience Table” that this table did not absolutely repre- 
sent the experience of the Mutual Life. We note that above 
age thirty-five the experience of that company was less than 
that called for by the table. The reason therefore can best 
be stated in Mr. Fackler’s own words: 


“The adjusted table of mortality prepared in 1858, 
showed the mortality experience of the entire Company, 
and was much affected by the heavy mortality in the ex- 
treme Southern and Western States. Mr. Homans’ new 
table was intended to represent the death-rate among 
insured lives residing in salubrious districts after the effects 
of medical selection were eliminated. When these two 
points are considered it will be understood how it is that, 
for age thirty-five and under, Mr. Homans’ new table 
generally shows a somewhat lower rate of mortality than 
does the table deduced from the Company’s general experi- 
ence, while above age thirty-five the rate is higher than by 
the Company’s general experience.”’ 


Mr. Fackler also tells us that while this table was based in 
the main upon the experience of the Mutual Life Insurance 
Company, it, in a considerable degree, represented Mr. 
Homans’ personal opinion. It should also be borne in mind 
that while the experiences of the present day are nearly 
all given including recently examined lives, that the American 
Table was meant to represent the mortality upon insured 
lives after the effects of medical selection had expired. If, 
therefore, the American table is an ultimate Table, it should 
properly be compared with the ultimate experience of the 
companies, rather than with the aggregate, and we observe 
that after eliminating the experience of the early years of the 
Mutual Benefit, the rates correspond very closely with the 
expected. If the table is an ultimate one, based in a consider- 
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able degree upon the personal opinion of Mr. Homans for 
lives upon which the effect of medical selection has expired, 
and if it does not clearly represent the experience of the Mutual 
Life Insurance Company, the question naturally arises just what 
was the experience of that company during the years supply- 
ing the experience upon which the table was predicated. 
Mr. Fackler further furnishes us with the answer when he 
says: ‘‘Mr. Homans refers to the twelve years experience of 
the Mutual Benefit as agreeing with his own Company’s ex- 
perience ‘in a remarkable manner,’”’ and we have already 
analyzed the mortality experience of the Mutual Benefit. 

In a paper presented to the Actuarial Society in October, 
1905, Mr. Weeks, Vice-President and Chief Actuary of the 
New York Life, included a mortality table based on the 
experience of that company, and Mr. Hunter, Actuary of 
the same company, showed how the table agreed with the 
experience for the years 1872-1904. In other words, the 
table agreed with the experience of that company for 32 
years and represented the mortality sufficiently to be used 
as the basis for the calculation of dividends in 1905. Further- 
more, Mr. Hunter says that it still represents their total 
experience, but he has not analyzed it lately as to the detail. 

While the above tends to show that American mortality 
among the Ordinary class of insured is not improving very 
rapidly, it cannot be looked upon as conclusive, and other 
and better statistics may be produced later to prove the 
opposite, but at the present time when each little result points 
in the same direction, the suggestion is very striking. 

It may be that while medicine, surgery, and science have 
been combating fevers, tuberculosis, etc., the prosperous 
condition of the country has been producing a state of nervous 
activity among many business men, which tends to increase 
the death rate, or, possibly, the intense competition for new 
business has caused companies to accept more risks among 
the residents of southern countries, or more risks which a 
generation ago would be considered inferior, with the result 
that the standard has been reduced. Whatever the reason, 
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it is certain that the medical profession can realize it quicker 
and understand it better, and it is therefore our pleasure to 
present the question to the members of the association of 
Life Insurance Medical Directors in the hope that their dis- 
cussion may be the means of giving the question that 
prominence to which it is entitled. 


DISCUSSION 


Dr. Symonds—Mr. President: This paper is a very 
interesting complement to the paper that was presented by 
Mr. Craig’s associate last year—I think he was Mr. Craig’s 
associate; and it bears out the fact that, after all, while we 
have saved life and conserved it, it has been in the earlier 
years largely at the expense of the later years. There is one 
difficulty in making strong deductions from life insurance 
figures in this particular instance to which Mr. Craig draws 
our attention in his concluding paragraph, viz., the substan- 
tial differences in selection which will affect mortality very 
greatly. That was shown I think very clearly by the table 
which you let me see last night,—if you are not going to 
speak of that table, I will. The selection of risks in the 
Metropolitan Life, as indicated by the mortality results of 
this table, was very fine, but in the years 1892 and 1893, 
where the mortality in the earlier years was high in their 
ordinary business, that same high mortality had extended 
all the way through down to 1909, and it was a striking 
exhibition of the effects of poor selection on the one hand 
and of the extent to which it is carried. That shows very 
well in Mr. Craig’s table which he has presented here, showing 
the effects of the different periods of time in the Mutual 
Benefit,—taking it in the first period the mortality in the 
three to ten years is 90.9; in the second period 66.0, showing 
that there was in those two different classes a very substantial 
difference in the selection of risks. In the next group—11 
to 20 years exposure—that same effect is still shown, for 
the mortality in the one period is 94.2 and in the other 91.6. 
It is not until after twenty years of exposure that you get the 
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effects of selection eliminated, and there we see that in those 
two periods of time—the cases taken from 1845 to 1879 as 
compared with the cases taken from 1879 to 1906—the mor- 
tality was essentially the same. This effect of saving in 
the early years of life at the expense of the later years is 
shown very well in the general population table—the one 
which he has compared instead of the one used by Mr. Gore, 
viz., in the years 1855 to 1859 and 1895 to1900. There there is 
a saving which gets less and less down to age 50. It is very 
small in the decade from 40 to 49, and at 50 it passes over and 
becomes a goodly increase in the mortality. The question 
in my mind is whether the improvement in the industrial 
mortality which he shows and which is in comparatively 
recent years is not due to improved selection in those classes 
rather than actual improved mortality in the industrial 
population as a whole. Of course the industrial population 
is a younger population—they are essentially below 50— 
and I suppose that the great bulk of the industrial policies 
are taken in those earlier years. The consequence is that 
you get less of the significance of the older ages in insurance. 
I think however that this paper shows very clearly that the 
conservation which we have made of life in the last thirty 
years by reason of the immense improvement in hygiene, our 
knowledge of bacteriology, and our methods of surgery has 
resulted in saving a lot of inferior lives which do not make old 
bones. They live and they live a certain length of time but 
they die off in middle life—say at age 50 (50 is not nearly 
as old as it used to be)—at a rate which more than makes up 
for the saving of lives at that age, and it is a rather serious 
problem,—of course it is the old problem and it was very 
well stated by Huxley when he said that humanity was in 
the condition of a garden, not of a primeval forest,—the 
primeval forest where natural selection takes its course, as 
contrasted with the garden where things are cultured and 
carefully nourished so as to get certain definite results. That 
is true of us. We here are confronted on the one side with 
the instincts of humanity which our own profession teaches— 
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to save life and suffering; and on the other hand, I think we 
have clearly shown by this paper the indisputable fact that 
this very saving of life is lowering the race as a whole, that it 
has diminished the capacity for long life by reason of the fact 
that the weaklings have been saved in the earlier years and die 
soon after at a cost to the State and to the race, for those same 
weaklings propagate themselves as a rule before they die. 

Dr. Toulmin—It will be my object to speak more particu- 
larly of the medical aspects of Mr. Craig’s interesting paper. 
There is no question in my own mind that there has been a 
marked improvement in mortality in our own country and 
more particularly at the younger ages. The tables which he 
gives can be supplemented by a table to be found in “Vital 
Statistics,’”’ of the 12th Census, which compares the death- 
rate at various ages for 1890 and 1900. There is an im- 
provement from 1 to 60 years, but an increased mortality 
at the older ages. A study of the death-rate from various 
causes in the different years is interesting. Thus, between the 
years 1870 and 1900 we find a more or less marked lowering 
of the death-rate from typhoid fever and tuberculosis, and 
an increase in the rate from pneumonia, heart-disease, apo- 
plexy, urinary diseases, and cancer. From the reports of 
1890 and 1900, we find a decrease in the rate from tubercu- 
losis, diarrhoeal diseases, cholera infantum, bronchitis, 
diphtheria (marked), malaria (marked), and croup; and an in- 
crease from pneumonia, heart-disease, diseases of the kidneys, 
typhoid fever, cancer, apoplexy (marked), paralysis, diseases 
of the stomach and liver, suicide, and diabetes. This comment 
is made by the Director of the Census: ‘‘ They both indicate 
an increase in the relative mortality from diseases most fre- 
quent in adult life and advanced age, and a decided decrease 
in mortality from diseases incident to infancy and youth.” I 
shall shbw some graphic tables based on the mortality of 
our Company which indicate a similar tendency. 

The increased mortality at the older ages is of extreme 
interest to us. This must surely be accounted for in part 
by our mode of life. How many men work furiously for 
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years to attain a high position in the business, financial, 
professional, or social world, secure their prize, only to find 
their health ruined and their life shortened? Too much rich 
food, too much alcohol, too little fresh air and sunshine, too 
little sane living at any time,—what must the end be? The 
contrasting ideas of how to live, to be seen in this country 
and England, are strikingly reflected in the life insurance 
mortality tables and the census reports. 

This is admirably brought out by Dr. Rand of Carlsbad in 
his book—Old A ge Deferred—from which I read the following: 

““We see the best illustration of this fact in American busi- 
ness men. There are no men in any country who do such an 
amount of work and at the same time take so little recreation 
or exercise. They sit in their offices until dusk with a few 
minutes’ interval for a hasty meal consisting mainly of meat 
that has often been kept in cold storage for a long time, after 
which business goes on again at a high pressure.... Then 
instead of walking home and taking exercise they take 
a car or carriage to their house or club and pass the 
evening in smoking and drinking, sometimes to excess. 
Day after day the same killing of body and nerve goes 
on until these people look old before 50, if indeed they 
reach that age. Apoplexy, diabetes, gout, and obesity 
find many victims among such men and it is sad to 
think how many thousands of these splendid people, 
full of genius and talent, could be saved for their native 
country if only they had been taught in their youth the 
most elementary rules of hygiene. What joy does money 
afford without health?” 

It is held by many that adverse selection against the 
companies is most marked at the older ages, an idea in 
which I fully concur. No company can afford to select 
the older applicants in any but the most thorough manner, 
more particularly when the applicant is suddenly loading up 
with a large amount of insurance. 

Questions which enter into the comparison of mortality 
experiences of different companies, or of the same company 
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at different periods, include the more thorough examinations 
of the later period by experienced and trained men, and the 
varying ideas concerning selection. It is my impression 
that, broadly speaking, our examiners thirty years ago were 
much less rigid than those of to-day, and that the decisions 
at the Home Offices were more liberal, both of which facts 
would tend to a higher mortality. The greater tendency to 
leave the country for life in the larger centres of population 
—a tendency more marked during the last decade than 
ever before—would certainly increase the death-rate. 

The experience of the Travellers’, which is the most up-to- 
date experience of a life company, is very instructive and 
it would seem to show that there has been no perceptible 
improvement in the rate of mortality in the last ten years 
amongst ordinary insured lives. Taking the table on page 9 
and remembering that the average of percentages is quite 
unscientific, something may be learned by averaging the 
percentages for years 1897 to 1902 inclusive, and those of 
1903 to 1909 inclusive. The former average gives 81.96, 
while the latter gives 79.50, a slight improvement. Taking 
three groups of four years gives average ratios of 82.73, 
81.04, and 78.44 respectively, which also would seem to 
indicate a slight improvement. 

It may be noted that while Mr. Craig states that the 
adjustment made in the ‘‘American Experience Table” 
was to increase the experienced rate of mortality for 
the older ages, the experience of our own Company, as 
well as that of the Travellers’, has been that on the basis 
of expected mortality by the ‘‘American Table” most of 
the profit is derived from the younger ages. This is due, 
no doubt, to the recognized fact that medical selection is 
much more efficacious at the younger than at the older 
ages at entry. 

Mr. Craig also calls attention at the close of his paper to 
the fact that a larger proportion of the business is now written 
in the Southern States, which show a heavier mortality, 
and I should think that this has quite a large counteracting 
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influence against an improvement in the general experience 
of the ordinary life companies. 


Mr. Craig closed the discussion with the following 
remarks: 


I would just bring out one fact,—at the present day when 
almost every man you see may contribute to the improvement 
in the mortality—an improvement that can be made if only 
he will prevent preventable diseases—the point that I wanted 
to make and which has in fact been presented in other 
papers was that after the effect of selection has worn 
off, which it does in afew years, the experience of the 
companies, as far as we can find it out, still corresponds very 
closely to the American experience. While we admit 
there can be great improvement in the selection, after 
that selection the figures do not seem to bear it out. As 
regards Dr. Symonds’ point with reference to the In- 
dustrial figures,—there is practically very little selection 
there—the risks are not examined nearly so closely as in 
the Ordinary, and the improvement is not only found in 
the recent business but it is also experienced in the old 
business as well. 


Dr. Rogers then read a paper entitled: 
SOME OBSERVATIONS ON BUILD 


Recently through the kind co-operation of Mr. Arthur 
Hunter, Actuary of the New York Life Insurance Company, 
I have had access to the recorded heights and weights of 
about 80,000 women, and by adding to these the records 
of about 25,000 cases loaned me by Dr. Weisse, of the Mutual 
Life Insurance Company, I have been able to bring together 
into a single table the records of the heights and weights of 
very nearly 105,000 insured women. These I have arranged 
according to height, weight, and age, as shown herewith in 
Table L.: 
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The average weight of these women at each height in 
each of the age groups is shown in Table II.: 


TABLE II. 


AVERAGE WEIGHT OF 104,000 WOMEN 





IS-I9 | 20-24 | 25-29} 30-34] 35-39 | 40-44 | 45-49 | 50-54 55-59 | 60-64} 


AFB 








4-8 99.3 | 106.4 | I1%.0| 114.5] 109.2 | 108.8 | 117.8 | 121.0 | 117.8 

9 103.5 | 107.9 | I13.7| 113.4| 117.5 | 116.8 | 118.0 | 126.0] 130.3 | 105.8 

bas) 104.7 | I12.I |] I1I.9| 116.5] 116.5 | 121.7 | 130.9 | 128.8 | 125.0 | 108.3 

II 109.3 | II0. IIS.7| 117.9] 122.1 | 121.2 | 125.1 | 127.9 | 134.0 | 120.3 

5-0 109.0 | 114. 117.6| 120.7] 123.6 | 125.3 | 127.8 | 133.4 | 134.5 | 125.7 

I 113.3 | 117.2 | 119.1} 121.4] 125.6 | 128.9 | 132.0 | 136.2 | 135.6 | 133.4 

2 IIS.7 | 119.4 | 121.4] 124.7} 127.4 | 131.8 | 133.9 | 139.4 | 137.1 | 143.7 

3 119.6 | 121.8 | 124.1] 127.3] 130.6 | 135.0 | 138.6 | 141.0] 142.9 | 139.2 

§-4 | 122.2] 125.0] 127.0] 130.9] 134.6 | 138.2 | 141.3 | 141.9 | 147.0 | 147.2 

5 125.3 | 129.0 | 131.4] 135.1] 138.4 | 142.0 | 144.2 | 148.5 | 149.7 | 148.3 

6 128.9 | 132.7 | 135-7] 139.5] 142.2 | 146.7 | 152.1 | 151.0] 155.0 | I5I.3 

7 136.9 | 136.4 | 139.3} 142.9] 147.3 | 150.0 | 156.8 | 157.9] 155.3 | 160.0 

5-8 138.4 | 139.0 | 143.5] 148.3] 152.2 | 156.1 | 157.4 | 163.7] 159.7 | 161.5 

9 139.1 | 143-7 | 148.0} 151.0} 156.3 | 166.1 | 162.8 | 161.5 | 175.8 | 170.0 

ro 142.3 | 145.5 | 152-5} 154.7] 156.6 | 164.7 | 165.6 | 168.4] 156.6 | 134.0 
Ir 155.6] 151.2 | 155.1] 158.7] 155.8 | 159.6 | 158.1 225.0 
6-0 160.5 | 162.1 | 152.1} 166.7] 139.2 | 164.5 | 168.0 | 167.5 



































A comparison of this with Dr. Weisse’s study laid before 
the Association two years ago shows that the material which 
I have been able to furnish only serves to emphasize the 
probable correctness of Dr. Weisse’s figures. There are some 
differences in the outlying groups but not sufficient to deserve 
attention. 

From Table II. I have prepared an adjusted or graduated 
table (Table III.) of weights in which the unevennesses 
of these data have been carefully smoothed out. Instead of 
following the practice which has heretofore obtained of 
recording the results by five-year groups, I have endeavored 
to fix the probable weight at each height for each of the 
quinquennial ages—age 15, age 20, age 25, and so on— 
instead of age groups I5-19, 20-24, etc. I have done 
this because I believe that it gives us a table much more 
easy of reference than that which has formerly been 
employed. 
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TABLE III. 
105,000 WOMEN—GRADED WEIGHTS 
15 20 25 30 35 40 45 50 55 
4-II 103.8 | 108.7 | 112.5] 115.8] 119.0] 122.5] 125.0] 127.4] 1209.1 
5- 0 106.1 | 111.0} 114.8] 118.2] 121.4] 124.6] 127.6] 130.0] 131.8 
I 108.8 | 113.6) 117.4] 120.8] 124.2] 127.6] 130.6] 133.1] 135.0 
2 111.6] 116.5 | 120.3] 123.6] 127.1] 130.5| 133.6] 136.1] 138.1 
3 II4.1 | 119.2 | 123.0] 126.5] 130.0] 133.6] 136.7] 139.4] 141.4 
4 II7.0| 122.2] 126.2] 129.7] 133.3} 136.8] 140.2] 142.9] 145.0 
5 120.1 | 125.5 | 129.6] 133.2] 137.0] 140.6] 144.0] 146.8] 149.1 
5- 6 123.4] 129.0] 133.1] 136.8} 140.7] 144.5] 146.0] 150.8] 153.2 
7 127.0] 132.7] 137.0] 140.8] 144.8] 147.8] 152.4] 155.4] 158.0 
8 130.7 | 136.6] 141.0] 145.0] 149.3] 153.6] 157.4] 160.5] 163.3 
5- 9 134.8 | 141.0] 145.5] 149.7] 154.0] 158.3] 162.3] 165.6] 168.5 





This brings together with respect to women a group large 
enough to give us what I believe will prove to be a perma- 
nently trustworthy table of heights and weights for women, 
—a table which may be modified somewhat by the larger 
amount of material brought together by our joint Medico- 
Actuarial Committee; but which I believe will prove to be 
substantially correct as expressing the average weight of 
women at each height and each age. 

You will recall to mind the fact that the Shepherd Table 
was based upon about 75,000 men brought together for this 
Association in the year 1896 by Dr. George R. Shepherd’s 
Committee. In the year 1900 the American Fraternal 
Congress brought together a mass of about 135,000 men and 
the table published by that society, although it was ungraded, 
corresponded so closely with the results obtained from the 
Shepherd Table as to give very good grounds for the belief 
that we now have both for men and for women very reliable 
data. I hope before very long to be able to develop from 
these data a graphic standard table of heights and weights 
similar to that which I had the honor of bringing to the atten- 
tion of this Association in 1897. 

In the Company which I represent we have for many years 
been endeavoring to determine the exact influence of build 
upon longevity, and while we are not satisfied that the problem 
has yet been solved I think that I am justified in saying 






































Rogers—Some Observations on Build 341 


that we are very much nearer its solution that we have ever 
been before and I want to show you to-day a diagram which 
will give you some idea of the conclusions which we have 
provisionally arrived at. I have illustrated these results 
graphically and will undertake to explain to you the diagram 
which is intended to illustrate them: 


This sketch presents in perspective the mortality to be 
expected by reason of build alone without regard to any other 
factor. The plane represented by the horizontal lines is 
the plane of the mortality of our own Company. The age 
lines—age 20, age 30, age 40, etc.—show the age of each 
group. The lines running at right angles to these age lines 
represent the degree over or under weight—70% overweight, 
60%, 50%, etc., down to 30% underweight. The curved 
line which extends at age 20 from 30% underweight to 70% 
overweight shows the mortality either over or under the 
tabular, due to build, 7. e., to the degree of over or under 
weight. You will notice that the mortality at age 20 and 
30% underweight is fairly high and that it falls to the normal 
at 10% underweight; and that the mortality continues below 
the normal, 7. e., is better than the tabular, up to about 23% 
or 24% overweight, where it becomes normal; and that there- 
after the mortality rises rapidly until at 70% overweight 
the degree of mortality is quite high as represented by the 
vertical line between the plane of tabular mortality and the 
curve which I am describing. In the same way, at age 60, 
you will notice that the mortality at 30% underweight is 
very slightly in excess of the normal; that the curve of mor- 
tality meets the normal plane at about 23% underweight, 
after which the mortality is below the normal up to about 
8% overweight, and that from this point it rises rapidly 
until at 70% overweight you have the excessive mortality 
represented by the vertical line which rises from the age 
60 line. The mortalities due to build at age 30, at age 40, 
and at age 50 are represented by the curved lines which appear 
in the sketch in connection with those ages. 
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This sketch represents as nearly as may be represented 
graphically the experience of the New York Life Insurance 
Company with respect to build alone and I bring it to your 
attention at this time because I think that it suggests that 
we have perhaps been making a mistake in assuming that 
the average build at any age is the most favorable build at 
that age or the build from which we may expect to sustain 
the most favorable mortality. Notice especially that at 
age 20 all risks from 24% overweight to 10% underweight 
are better than average risks. Does it not seem probable 
that the point of most favorable build is somewhere about the 
middle of this group of favorable mortality or about half-way 
from 24% overweight to 10% underweight’? This would be 
somewhere in the neighborhood of 7% overweight. If this 
inference is correct we are bound to conclude that the tables 
which we are now using are too favorable to underweights 
by about 7%. At age 60, on the other hand, the super-stan- 
dard risks begin about 8% overweight and extend to about 
22% underweight. The mean point between these extremes 
lies at about 7% underweight and I think that we are forced 
to conclude that our present table based on average weights 
is too high by about 7%. You will notice from this sketch 
that at the intermediate ages—30 and 50—the mean point 
lies not at the zero but on the heavy weight side of the zero 
in the former case and at the light weight side of the zero 
in the latter case and that only at age 40 or thereabouts is our 
table apparently about correct. I should not recommend 
any modification of our standard table at the present time, 
because I think that within the next three or four years we 
shall have an abundant amount of material with which to test 
this question and I show it meanwhile simply that you may 
see that we have by no means up to this time completely 
solved the problem of the relation of build to longevity. 

I want to call your attention to one other cause of mis- 
giving on my part with respect to the accuracy of our tables, 
deduced from our present data. I show you here a graphic 
representation of the weight of men between ages 35 and 
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39 at all heights from 4 ft. 11 in. to 5 ft. 9 in., inclusive; 
also the curve of weights for women in the same age group 
and at the same heights: 

Theoretically as men in age group 35-39 are somewhat 
heavier than women in the same age group these lines should 
slightly diverge from height 4 ft. 11 in. to height 5 ft. 9 in., 
but instead of doing so you will notice that they actually 
converge from 4 ft. 11 in. to 5 ft. 5 in., after which there is 
a slight divergence. You will notice that the difference 
at 4 ft. 11 in. between a man and a woman is 7.4 lbs.; at 5 
ft. it is 6.7 lbs.; at 5 ft. I in. it is 5.8 lbs., and so on, until 
at 5 ft. 5 in. it reaches its lowest point, where the difference 
is only 4.5 lbs. I cannot believe that in nature there should 
be this difference between the average weight of the sexes 
and I am inclined to think that we are justified in assuming 
that this peculiar divergence at the lower ages is due to com- 
parative paucity of numbers rather than to anything inherent 
in the sexes themselves. I believe that a much larger amount 
of material will lead to somewhat different results. Mean- 
while I think that in constructing a standard table of heights 
and weights based on the material now at our disposal, we 
are justified in assuming a substantial parallelism between 
these two lines, lowering the weights of men in the various 
groups of short men and raising the weights of women so 
as to produce such a result. 

As I have already said, my reason for bringing these points 
to your attention is that I believe that we must give our 
very best attention to the study of the influence of build 
upon longevity because an accurate knowledge of that sub- 
ject rests at the very foundation of our problem—the accurate 
valuation of lives for insurance. 


In introducing Mr. Arthur Hunter, President 
Willard said: 


Mr. Hunter has been doing an immense amount of work 
in connection with the Medico-Actuarial Investigation and 
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he is going to do an immense amount of work, and he is doing 
it so cheerfully and so effectively that we are all glad I am 
sure to have him with us to-day in order that he may make 
a general statement about the purposes of the investigation 
and the methods adopted in securing the necessary data; 
after which Mr. Hunter will be glad to answer any questions 
which may occur to any of the members who have already 
run across snags in getting out their data. It is with great 
pleasure therefore that we welcome Mr. Hunter this morning. 


Mr. Hunter then spoke as follow: 


REMARKS UPON THE MEDICO-ACTUARIAL 
INVESTIGATION 


When your President did me the honor of asking me to 
address your Association on the Medico-Actuarial Mortality 
Investigation, I told him that the subject had been thoroughly 
covered. The Committee had decided on the classes to be 
investigated and had laid down the lines on which the work 
was to be done. I had presented a paper to the Actuarial 
Society showing how the Hollerith machines could be used 
and giving some additional information to assist the com- 
panies in their work. I accordingly stated to Dr. Willard 
that I should be glad to answer any actuarial questions 
which might arise, but that I had nothing further to say 
on the general subject. On considering the matter further, 
however, I think a few words might be said on (1) Why the 
investigation was proposed; (2) What is expected to be 
accomplished; (3) What difficulties we must meet. 


REASONS FOR INVESTIGATION 


There are many good reasons for making the investigation, 
the principal being probably— 

Ist, that the companies desired a more uniform practice 
in the selection of certain types of risks; 

2d, that Actuaries and Medical Directors desired more 
information on border-line and semi-hazardous or hazardous 
risks than was derived from the Specialized Investigation. 
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With regard to the former, it is generally recognized that 
the difference in office practice largely resulted from a lack of 
statistics. It should be borne in mind that even with reliable 
statistics one company may have a different mortality than 
another among risks in the same occupation, or with the 
same medical impairment, due to difference in treatment. 
For example, one company which insured saloon-keepers 
on the Ordinary Life plan would probably have a higher 
mortality than another company which limited them to 
high-priced Endowment plans. Similarly, a company which 
insured at their regular rate of premium people with a history 
of albumen five years or more prior to application—provided 
they were gilt-edged risks in other respects—might have a 
different mortality experience from another company which 
insured people without making such a stringent selection 
in other respects. It is annoying in our daily work to be 
told by our agents that another first class company has 
selected a risk which we had declined, on apparently the 
same facts. 

With regard to the other reason for the Medico-Actuarial 
Investigation—the shortcomings of the Specialized were 
principally the following: 

(A) A lack of homogeneity in certain of the groups of 
occupations. 

(B) A lack of essential information regarding certain of 
the classes involving medical impairments. 

Under (A) we might mention the grouping of distillers 
and employees in the same class; also the great diversity of 
the risks in the class consisting of those ‘‘ Exposed in Occu- 
pation to Electricity.” 

With regard to (B) we might take as an example the class 
of those who had taken the cure for, or had recovered from, 
intemperance. No information was required regarding the 
time elapsed since the cure was taken or with regard to 
subsequent habits. Another class might be mentioned,— 
those who had had syphilis, the individuals in that group 
consisting of those who had had an attack at any time within 














Hunter—Medico-Actuarial Investigation 347 


probably five to thirty years of the date of the application, 
irrespective of its severity. 

The Specialized Mortality Investigation was an excellent 
piece of work, well conceived, and thoroughly planned and 
executed. It represented a great advance in this country 
and supplied us with information of much value on many 
groups, but, like all human achievements, it had short- 
comings and some of them were such as to cause misunder- 
standing, not only in the minds of laymen, but in the minds 
of some experts. 


WHAT IS TO BE ACCOMPLISHED 


In the new investigation the greatest care has been taken 
to call for all the essential information and to have homo- 
geneity of occupation in each group. It had to be borne 
in mind however that the latter requirement should not be 
carried to excess, as that would mean such a large number of 
groups as to be impracticable. 

All the companies invited to take part in the investigation 
will furnish their data on the 76 medical impairments, while 
many of them will include the optional impairments. After 
the data are obtained it will undoubtedly be found that there 
is not sufficient material on certain of the classes to make 
an investigation worth while, but in the main the groups 
to be studied cover the principal border-line and under- 
average risks which are accepted by the insurance companies. 
We ought to obtain enough information from these groups 
to enable the companies to have a more uniform standard 
of medical selection. Those companies which either select 
a risk at their regular premium or reject it outright will be 
able to determine the line of cleavage with far greater ac- 
curacy than in the past; those which accept border-line risks 
by limiting them to Endowment Insurance will be able to 
do the work with greater assurance than heretofore; and those 
companies which desire to accept risks on some under-average 
plan will obtain very valuable assistance from these statistics. 

So far as concerns occupation, the results of the Medico- 
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Actuarial Investigation will enable the Actuaries to prepare 
plans for treating people engaged in hazardous occupations 
more in accordance with the merits of the case than has been 
possible in the past; and will also make for greater uniformity 
of treatment in this respect among the companies. 

One of the most important results which we hope to achieve 
is the determination of the influence of build upon longevity, 
especially among overweights. At the present time the 
treatment of many of the companies is arbitrary, usually 
consisting of granting short term Endowments to the over- 
weights at the older ages of entry. The Committee should 
also be able to solve the problem which Dr. Rogers has © 
brought to our attention, viz., is the most favorable mortality 
experience among insured of average weight, or are those who 
at the various ages are slightly underweight or slightly over- 
weight better risks than those of average weight? 

Another very important result from the new investigation 
will be the more equitable treatment of applications from 
women. The subdivision of women into four groups should 
enable us to determine what types should be accepted with 
caution. 

If sufficient data are furnished, the Committee would be 
in a position to take up subjects such as mortality by habitat 
in the Southern States and mortality on certain forms of 
policy such as the different types of renewable and non- 
renewable term. The mortality experienced under Joint Life 
policies will undoubtedly be made up by the Committee. 


DIFFICULTIES TO BE FACED 


It is always advisable in work of this kind that those who 
are not acting on committees should know the difficulties 
which must be faced in order that they may be in sympathy 
with the committees and co-operate as far as possible. 

Let me take the first and the simplest difficulty,—that of 
getting the expected deaths. Nowevery one present under 
stands that in order to get the expected deaths we must have 
the “‘exposed to risk of death.”” This involves taking the. 
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policies that were in force, the lapses, and the deaths, then 
finding how many people were exposed to death in each year. 
Having determined the exposed to risk of death, multipli- 
cations are made by the proper rates of mortality which 
give the expected deaths for each group. The table of 
mortality which we use as a measuring rod makes allowance 
for medical selection—the mortality at the same age being 
lower in the first than in the second policy year; lower in 
the second than in the third policy year, and so forth. 

If the Medico-Actuarial Investigation were subdivided 
to the last degree there would be several thousand different 
classes, as I will show you in a few minutes. Now the labor 
of taking every one of these classes and multiplying the ex- 
posed to risk of death by a rate of mortality at each individ- 
ual age in order to get the expected deaths would simply be 
enormous. The Committee therefore decided to experiment 
with a view to grouping the ages. The statistics of the 
Mutual and the New York Life were placed at the disposal 
of the Committee and from these the Committee obtained 
the average age for quinquennial age-groups, starting with 
ages 15 to 19 and so on, due allowance being made for the 
number entering at each age. The Mutual Life statistics 
were taken from the entrants (new business) of the years 
I90I, 1902, and 1903; the New York Life from the entrants 
of 1908, 1909, and 1910. The average ages in each group were 
remarkably close, for example, in the group 20 to 24 the 
average age in the New York Life was 22.17; in the Mutual 
22.21. At the older ages the average ages were very similar, 
—for example, in the group 60 to 64 the average age in the 
Mutual Life was 61.47; and in the New York Life 61.44. 
Some of the intermediate ages showed a greater variation 
than in the two examples but in no case of any moment. 
The Committee felt that we could safely use seven age-groups 
for 15 to 42 inclusive; but in order to avoid any criticism of 
our work being inexact we have agreed to use quinquennial 
age-groups from 15 to 49, a quadrennial age-group from 
50 to 53, and triennial age-groups thereafter. 
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As a matter of interest I might mention that before finally 
deciding on grouping the ages the Committee made tests 
to determine whether or not the average age changed after 
the policy had been several years in force,—for example, 
if the average age of the group 20 to 24 was 22.2 at date of 
entry, was the age of the survivors ten years later 32.2? The 
New York Life supplied its statistics on the issues of 1899 
and on those still in force at the end of 1909. The average 
age at issue was calculated and also the average age of the 
survivors in 1909. A similar test was made for the issues 
of the years 1894 and 1895 in force at the end of 1909 and 
1910 respectively. It was found that in no group did the 
average age at issue plus the duration of the in force policies 
vary from the average age at the end of the period mentioned 
by more than one tenth of a year. There was no doubt in 
the minds of the Committee therefore that we could safely - 
proceed to use the groupings already mentioned. 

The next problem which we had to solve was, how are the 
occupations and medical impairments to be divided with 
respect to the nine build groups? In the occupations, there 
are 68 classes ‘‘required’’ and 100 “‘optional.”” If these were 
divided into the nine build groups we would have more than 
1500 different subdivisions. That is not feasible, especially 
as the only need for dividing the occupations into groups is 
that in some occupations there might be an unduly large pro- 
portion of overweights or underweights which would affect 
mortality. The Committee therefore decided that the occupa- 
tions should be divided into three groups, viz., underweights, 
normal weights, overweights. It does not necessarily imply 
however that the Committee will publish the statistics of all 
these groups as it may be found desirable to publish the results 
of the study of occupations irrespective of build groups. 

A more difficult question than with the occupations appears 
when we consider the medical impairments. The Medical 
Directors of our Committee felt that the types involving 
tuberculosis in the family record or in the personal history 
should be treated with the greatest of care. They especially 
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desired to study the effect of light weight combined with a 
family record of tuberculosis. It was decided to have sub- 
divisions for each underweight build group and to divide 
the overweights into two classes only. Regarding the other 
medical impairments, the Medical Directors were contented 
to divide them into three groups of overweights, normal 
weights, and underweights. That was comparatively easy, 
but when we studied the subdivisions of these groups, accord- 
ing to (a) time elapsed since the date of the attack and (b) 
number of attacks, we saw that the number of classes would 
be so large as to make the investigation unmanageable. 
There are ten of these code symbols,—k,‘‘ found on examina- 
tion,” a, ‘‘one attack within two years,’’ and so forth. 
The medical impairments subdivided by build groups make 
over 250 classes and if these were subdivided according to 
(a) and (b) there would be at least 1500 classes. As a 
mortality study of so many classes would not be practicable, 
the Committee have endeavored to combine the lesser groups. 
For example, there were certain impairments in which it 
made little difference whether the attack occurred more than 
six or more than ten years ago, so the groups appearing 
under those impairments with the symbols ¢ and d will be 
combined. As this grouping must be done with great care, 
the Committee decided to consider the matter further, es- 
pecially as after combining the lesser groups the number of 
classes of medical impairments is still large—over 900. 

There is one class that the Actuaries on the Committee 
have left without comment for the decision of the Medical 
Directors, viz., the four groups of syphilis. These will be 
divided into three build groups and subdivided into the nine 
groups covering number of attacks and time elapsed since 
the attack, making 108 groups in ll. 

Now that is as far as the Committee has progressed in 
trying to solve our immediate problems. There are two 
more questions which are coming up at the next meeting, 
one of these being connected with code number 42—‘‘ Ab- 
dominal girth greater than chest expansion.”” There are 
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four subdivisions of No. 42. If we make subdivisions of 
the overweight groups according to the degree with which 
the abdominal measurements exceed those of the chest, the 
overweight groups will be multiplied fourfold. There is 
another problem which the Medical Directors and Actuaries 
have not considered: the subdivisions already referred to 
would result in what we of the New York Life call ‘simple 
groups, ’’—that is to say, there is only one form of impairment 
in each case in the group. In the Specialized Investigation 
when a man had two or more impairments the experience on 
his life was put into two or more corresponding groups. For 
example, if a man were born in Ireland, was a saloon-keeper, 
was overweight, and had an irregular pulse, he appeared in 
four different classes. In the new investigation I hope that 
we will be able to make plans to avoid that method of hand- 
ling the data. It was doubtless necessary in the Specialized 
and had comparatively little effect on the results of the various 
classes, but it is not so scientific as a method which would 
enable us to place each case in the single group to which it 
belongs. For example, if a man has had appendicitis and 
is a proprietor of a brewery, he should not be placed in the 
group of those who have had appendicitis alone, but with 
those who have had that impairment and are of the same 
occupation. If possible, therefore, we should segregate 
those who have but one impairment; then after we have 
finished our study of these, take up the complex groups, 
1. €., those in which the cases have two medical impairments 
or one medical impairment plus a hazardous occupation. 
You can readily see therefore that if the Committee did not 
use good judgment in planning the future work, we would 
have thousands of groups many of which would contain too 
few data to be of any practical value. Be assured however 
that the Committee will not nullify this investigation by 
making too many groupings. 

Enough has probably been said of the difficulties which 
have to be faced. They will be met in the same hopeful 
way as the difficulties which arose in bringing the companies 
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together and in preparing plans which suited not one, but 
all of the companies. 

I should like to say a word regarding the perforating 
of the cards. Some misunderstanding has gotten abroad 
to the effect that the Committee will only perforate cards if 
the policy sheets or the build sheets are sent to the Central 
Bureau. That is not so. The companies which desire to 
record their data on written cards containing the same in- 
formation as on the policy sheets—and more if they wish it 
—may send these cards to the Committee in the same way as 
the policy sheets. The Central Bureau is at the disposal of the 
companies and is prepared to perforate cards from written 
cards or policy sheets on condition that the rules of the com- 
mittee regarding the preparation of the data have been carried 
out and on condition that each Company will be charged for 
the actual time taken to accomplish the work. You can readily 
understand that the company which furnishes its experience 
on policy sheets will be charged less in proportion than if the 
data were supplied on written cards, because the clerks are 
more expert in perforating from policy sheets than from written 
cards and furthermore the information is given on the sheets in 
the order in which it is required on the perforated cards, whereas 
such a condition does not hold good of the written cards. 

Several companies have asked me whether it would pay 
to buy perforators and do the work themselves. If it is 
not a large company the cards can be punched more cheaply 
by the Central Bureau. After the investigation is com- 
pleted the cards will be returned to the individual companies 
and the Committee will be able to supply some perforators 
at second-hand prices. We shall also require a number of 
cabinets to store the cards during the investigation and the 
Committee will be glad to sell them to the companies when 
the cards are returned. 

You will be glad to learn that all of the companies invited 
to take part in the investigation have decided to furnish 
their data. The work in most of the companies is being 
pushed vigorously and so far as we can learn there is not a 
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single company which will not have its data in the hands 
of the Committee on time. We hope that the companies 
will not wait until the last day to forward their policy sheets or 
cards, but will let us have batches as they are completed. 

Three years ago you did me the honor of asking me to 
speak to you and I then had the privilege of listening to some 
of your discussions. In preparing my address I read many 
of the other papers in your proceedings. Permit me to con- 
gratulate you on the great progress and broad outlook shown 
by your published transactions and on the growing interest 
of your Association in statistical questions. 


Dr. Root moved that we offer to Messrs. Craig, 
Hunter, and Cox a vote of thanks for the courtesy 
and kindness which they have shown to this Asso- 
ciation. Motion seconded and carried. 

Dr. Toulmin moved that we offer a vote of thanks 
to the Metropolitan Life Insurance Company for 
the charming hospitality that has been extended to 
this Association during its meeting. Motion secon- 
ded and carried. 

The tellers reported and posted the results of the 
balloting for officers as follows :— 


PRESIDENT 
GEORGE WILKINS, M.D. 


VICE-PRESIDENT 
BRANDRETH SYMONDS, M.D. 


SECOND VICE-PRESIDENT 
HARRY TOULMIN, M.D. 


SECRETARY 
WM. EVELYN PORTER, M.D. 




















Election of Officers 


TREASURER 
AUGUSTUS S. KNIGHT, M.D. 


EXECUTIVE COMMITTEE 
EDWARD K. ROOT, M.D. 
F. C. WELLS, M.D. 

E. W. DWIGHT, M.D. 


Dr. Willard—You have heard the report of the 
tellers and it is my duty to declare the gentlemen 
there named as your officers for the ensuing year. 

Dr. Wilkins—-I see that my name has been posted 
as having been elected President of this Association. 
I assure you that I feel the honor very great indeed, 
but I am sorry for the Association. I am sure that 
they have made a mistake and could have chosen 
a very much better man. I hope that they will 
reciprocate my sympathy by being as lenient with 
me as possible, for they must know that it is im- 
possible for me to fill the office as well as you, 
Mr. President, have done, and as well as your prede- 
cessors have done, but I will do my best and 
endeavor to do nothing which will reflect on the 
Association. 

There being no further unfinished business, the 
meeting adjourned, sine die. 

The Annual Dinner was held at the University 
Club, Dr. Porter serving as Chairman of the Dinner 
Committee. President Willard presided as Toast- 
master, and in response to his call, the members 
were favored with some interesting and amusing 
remarks by Mr. R. Lynn Cox and Dr. George D. 
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The attendance 


was the Jargest in the history of the Association, 
and the dinner as a whole was pronounced an 


unqualified success. 


The following signified their 


intention of being present at the dinner: 
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TWENTY-SECOND ANNUAL MEETING 


The Twenty-second Annual Meeting of the Asso- 
ciation of Life Insurance Medical Directors of 
America was held in the Board Room of the Mutual 
Life Insurance Company of New York, No. 32 Nas- 
sau Street, New York City, on October 4 and 5, 1911. 
President George Wilkins in the chair. 

The following members were present at some time 
during the sessions: 

Charles D. Alton, W. W. Beckett, A. W. Billings, 
Robert L. Burrage, Laurence D. Chapin, Clark W. 
Davis, Edwin W. Dwight, Z. Taylor Emery, John 
W. Fisher, Paul FitzGerald, Homer Gage, F. L. M. 
Grasett, J. B. Hall, Eugene M. Holden, William 
G. Hutchinson, Arthur Jukes Johnson, A. S. Knight, 
E. R. Lampson, R. L. Lounsberry, T. F. McMahon, 
William S. Manners, Charles F. Martin, Allison 
Maxwell, Edwin P. Northcott, J. Bergen Ogden, H. 
A. Pardee, W. Evelyn Porter, T. H. Rockwell, Oscar 
H. Rogers, Edward K. Root, R. L. Rowley, H. H. 
Schroeder, A. L. Sherrill, Brandreth Symonds, H. 
Cabell Tabb, Harry Toulmin, F. C. Wells, Frank 
Wells, C. F. S. Whitney, McLeod C. Wilson, George 
Wilkins, Thomas H. Willard, Algernon Woolverton, 
Glenn Wood, A. B. Wright, Frank S. Grant. 
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The roll-call showed thirty-four members present, 
a quorum. 

The following candidates recommended by the 
Executive Committee were unanimously elected to 
membership: 

Dr. A. W. Billings, Equitable Life Assurance 
Society. 

Dr. Laurence D. Chapin, Massachusetts Mutual 
Life Insurance Company. 

Dr. Edward B. Kellogg, John Hancock Mutual 
Life Insurance Company. 

Dr. A. W. McClave, National Life, Chicago, 
Illinois. 

Dr. Ralph B. Ober, Massachusetts Mutual Life 
Insurance Company. 

Dr. Arthur L. Sherrill, Equitable Life Assurance 
Society. 

Dr. McLeod C. Wilson, Illinois Life, Chicago, 
Illinois. 

Four of the newly elected members—Drs. Billings, 
Chapin, Sherrill and Wilson—were escorted into the 
room so that they might take part in the meeting. 
General applause greeted their arrival. 

Motion was made and carried that the reading of 
the minutes of the last meeting be waived. 

Dr. H. Cabell Tabb stated that in reporting his 
remarks, in the minutes of the previous meeting, in 
the discussion on Gall Stones, the important point 
had been overlooked, viz., that in view of the large 
number of stones found it is of the greatest import- 
ance that the surgeon be certain that all have been 
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removed, and he requested that the minutes be 
amended in this particular, the amended remarks to 
read as follows: 


I have a report of a case of Gall Stones that was sent me by 
a gentleman whom I met in the mountains this year, Dr. 
Joseph E. Rader, of Huntington, West Virginia, nothing very 
interesting about the case except the number of stones found. 
. . . In consideration of the large number of stones that have 
been found, I think it of great importance that the surgeon 
should be certain that all have been removed. 


Motion was made and carried that the minutes be 
amended in accordance with Dr. Tabb’s request. 

The minutes of the Executive Committee meetings 
of February 9, July 25 and October 4, were read by 
the Secretary, and on motion, approved, as read. 

President George Wilkins then delivered the 
following address: 


LIFE INSURANCE IN CANADA 


By Georce WILkins, M.D. 


In the first place I wish to express my high appreciation of 
the great honor you have conferred on me in electing me 
President of this Association. I wish also to convey to you 
my sympathy for you in your selection. During previous 
years, we have been fortunate in having men occupy the 
Presidential Chair that were eminently qualified for it by 
their sagacity, and profound knowledge of insurance work, as 
well as by their executive ability. I am aware that there were 
others available, more distinguished, more able, and better 
fitted for this honorable office. 

We are, however, fortunate in having as our Secretary, one, 
who besides possessing the many qualifications necessary for 
that important office, seems to have a hypnotic influence on 








360 Twenty-Second Annual Meeting 


those with whom he comes in contact. He suggested, and 
therefore is responsible for the fact that I am deviating from 
the customary form of Presidential address. He suggested, 
that I being a Canadian, should say a few words on Life 
Insurance in Canada. In order to do so, I think it may be 
interesting to give you a brief sketch of the political history of 
Canada, as it has a direct bearing on the progress of Life 
Insurance with us. Possibly, it will be as well for me at the 
outset to make a statement that, I think, will astonish most 
of you, and give you a chance to recover from your surprise 
before I finish my remarks. 

Canada now covers I-15th of the land area of the whole 
world. It covers a surface of 3,653,000 square miles, an area, 
almost, if not quite as great as this great American Republic. 
We have 140,736 square miles of water in our lakes, besides 
our very numerous rivers and water-falls producing an unlimi- 
ted supply of power. A great many good Canadians regret 
that your President, whom we all highly esteem, knows only 
too well that we possess boundless forests, and remarkable 
agricultural resources. It is admitted by the official reports 
of the United States that Canada produces more wheat, bar- 
ley, peas, and oats to the acre than any part of the Republic, 
and as a pasture, or grazing country, the comparison is even 
more strongly in favor of the Dominion. Our nickel deposits 
are estimated to constitute four-fifths of the entire store of the 
world. We have also other mineral deposits, such as gold, 
silver, copper, iron, lead, also asbestos, mica, coal, petroleum, 
and reservoirs of natural gas equal in quantity, quality, and 
pressure to the greatest natural gas-field of the world. 

One of our own poets a few years ago wrote: 


“But thou, my Country, dream not thou; 
Wake, and behold how night is done,— 
How on thy breast, and o’er thy brow 
Bursts the uprising sun.” 


We have wakened up, but only within recent years. We have 
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prospered, and progressed so satisfactorily, that most of us 
have preferred that our present commercial intercourse with 
our neighbors be not disturbed. 

In 1854 Lord Elgin went to Washington and negotiated a 
Reciprocity Treaty that came into force the next year. At 
that time Canada had a land area of only 570,000 square miles, 
with a population of about 1,800,000 and 71 miles of railway. 
This Treaty proved a great boon, more especially to our 
farmers. At that time Canada was in a rather helpless con- 
dition, as after the close of navigation in November through 
freezing of the St. Lawrence, we had communication with the 
outer world only through American territory. Up to this 
time, no steamships had made their appearance in the St. 
Lawrence. All our ocean commerce was carried on by sailing 
vessels. A little later, the friendly feeling existing between 
the two countries became somewhat strained. During your 
Civil War thousands of citizens from the Southern States and 
many of their sympathizers, came to Canada, and naturally 
this aroused a ‘certain amount of antagonism towards us in the 
North. This fact, together with other unfortunate events, 
now happily cast into oblivion, helped to cause an unfriendly 
feeling, which became evident in 1865, when the United States 
Government gave the necessary year’s notice for the termina- 
tion of the Treaty. 

In 1866 it was abrogated. The following year (1867) the 
Confederation Act of British North America was passed. 
This united the various Provinces into one vast Dominion, 
with the area just mentioned, and a population now estimated 
at 8,000,000. We now have two good winter Ports, and 
several steamship lines with vessels fitted up with all modern 
improvements. One of our Railway systems almost com- 
pletely encircles the globe, having palatial Atlantic and 
Pacific steamships. Two other lines are in the course of 
construction and will soon be in operation. 

The abrogation of the Treaty was a great blow to Canada 
at that time but subsequently proved a most fortunate event. 
The small population that Canada then had, wakened up, 
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protection was afforded industries of various kinds. Factories 
of various sorts sprung up all over the Dominion, and with 
them necessarily there was a demand for skilled labor. 

It was realized that one of the chief needs of the country 
was immigration, and this was encouraged in a practical man- 
ner. Portions of the Dominion, hitherto supposed to be only 
vast wilderness, and but little explored, were opened up, and 
their fertility demonstrated ; immigrants poured in from across 
the sea, and I am happy to say, from across the American 
boundary also. This tide of immigration at first ran slowly, 
but within the last few years the rate has been rapid. Let me 
give you an instance;—Fifteen years ago, the Canadian 
government established, amongst other places, an agency at 
Omaha. That year 15 immigrants crossed the boundary 
lines, the Canadian agent paying their passages on the Cana- 
dian side. Within the last five years, over 20,000 have come 
over from that district alone, bringing with them over 
$20,000,000. Now with the establishment of the factories, 
and various other industries, which, I may say were forced 
upon us, naturally much capital was required and attracted. 
That introduced another very important element, great 
increase in fire insurance. There can be no question, but that 
were it not for fire insurance, the commerce of the world 
would be very limited. Increased capital meant increased 
risks for capitalists, manufacturers, and merchants. Moreover, 
apart from fire risks, so much of the success of many under- 
takings depends upon the life of the individuals controlling 
them that the risk of death to them must needs be covered by 
life insurance. With the growth of wealth was added insur- 
ance for individual protection. 

In our early history, naturally but little insurance work was 
done. The first company to appear in the field was the Scot- 
tish Amicable which opened its office in Canada in 1846. In 
recent years it has disappeared from active work with us. 
In 1847, the Standard which was established in Edinburgh in 
1825 commenced business in Canada, and has been actively 
in the field ever since. The same year the Canada Life was 
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organized and began business. It is therefore the oldest 
Canadian company and for twenty-three years it was the only 
one. During this period Life Insurance in Canada was 
conducted by eighteen companies—ten British, seven Ameri- 
can, and one Canadian—the Canada Life. 

As I intimated before, the abolition of the Reciprocity 
Treaty had the effect of awakening the Canadians. Our 
tariff was raised, and as a consequence capital poured into 
the country. The effect of the attraction of capital was 
revealed in the number of insurance companies that were 
organized within the confines of the Dominion, and the many 
American insurance companies that opened offices in Canada. 

In 1870 The Mutual Life of Canada was organized. In 
1871, The Sun Life, and a little later on in the same year, The 
Confederation Life. Within the last thirty years, seventeen 
other Canadian companies have sprung into existence, most 
of which are prosperous. 

In 1865 the first American company appeared on the 
Canadian stage. This was The Travellers, followed next 
year by The Atna and Phoenix Mutual. (This last named 
has since retired from Canadian business.) In 1868, the first 
year after the birth of The Dominion, appeared ‘“‘The New 
York Life,’’ ‘‘The Equitable,’ ‘‘The Connecticut Mutual,”’ 
and ‘‘The Union Mutual.’’ Later on a few others opened up 
offices, so that in 1875 there were four Canadian, ten British, 
and ten American companies in the field—twenty-four in all. 

At that time, the premium income of the American com- 
panies was nearly double that of the Canadian and British 
combined. Our last returns, Dec. 31, 1910, show the prem- 
ium income of the Canadian companies to be considerably 
over double that of the British and American combined. 

The first year in which Government returns were available 
was 1869. The staunch old Canada Life was then the only 
Canadian company competing with the nine American and 
fourteen British companies. The total amount of insurance 
in force amounted to scarcely thirty-six millions with a 
premium income of $1,358,359. 
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Twenty years later, the premiums paid had increased 
slightly over fifteen millions, insuring close upon 546 millions. 
By this time, the number of Canadian companies had in- 
creased to 18, whilst both American and British had dimin- 
ished, there being only 8 British and 9 American companies 
in the field. 

At the close of 1910, there were 25 Canadian, 9 British and 
12 American companies in active operation. The new busi- 
ness transacted by them in Canada that year amounted to 
$153,177,408. The total insurance in force at that time 
amounted to $856,100,082, with a premium income of $29,791,- 
707. Of this amount, the Canadian companies received 
$19,971,666; the American, $8,230,486; the British, $1,580,555. 
Comparatively speaking, these figures, when placed side by 
side with American insurance statistics are a mere bagatelle. 
Your country, however, has an enormous relative population 
with immense wealth. And not only have we to consider the 
fact that your population is nearly twelve times that of Can- 
ada, but also that the distribution of your people is very 
different from that of the people of Canada. Yours are 
mostly massed in great centres, whilst we have relatively a 
much larger rural population, scattered over an enormous area 
of territory, in a virgin country, living altogether on their 
own production, and as yet difficult of access. Although 
these people may thoroughly appreciate the value of Life 
Insurance, their inaccessibility to the Life Insurance agent 
makes them a negligible quantity in that field. 

Now, with regard to Life Insurance legislation,—as you 
are aware, many of the old British companies commenced 
business with but little Government supervision; for instance: 
The Scottish Amicable, which as before stated, was the 
first to commence business in Canada, although founded in 
1826, was not incorporated until 1849; that is, three years after 
it commenced business in Canada. The Canada Life was not 
incorporated until three years after it was organized, and 
commenced business. The Standard was incorporated in 
1822. The North British and Mercantile in 1809 and The 
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London Assurance Company in 1720. I refer to only a few 
of the British companies that have been doing business in 
Canada. 

The first Insurance Act passed by Canada was at the time 
of the Confederation of the various Provinces. This was in 
1868. It was made a section of the Department of Finance, 
and placed under the control of the Minister of that Depart- 
ment, who had the power of issuing and revoking licenses. 
The Act required the making of deposits, furnishing annual 
statements, etc. At different periods, various amendments 
were made to the Act, which in 1886 was consolidated into 
what was known as “‘ The Insurance Act.”” This Act, amongst 
other things, required a deposit of $100,000 from Life Com- 
panies incorporated elsewhere than in Canada, before issuing 
the license. They were also required to deposit with the 
Receiver General, or Trustees, securities equal in value to their 
reserves in force. Although this seemed to fully protect the 
policy holders, it in no way interfered with the internal man- 
agement of the company to which the license was issued. 
The expenses of conducting the Dominion Insurance De- 
partment are levied upon the companies in proportion to 
the premium income; beyond this the Dominion imposes no 
taxation. 

Notwithstanding the Dominion Insurance Act, each Pro- 
vince of Canada has the power to legislate with regard to the 
transaction of business within its own limits. A company 
with a Dominion license must, therefore, conform to the local 
Provincial laws before it will be permitted to do business. The 
formalities to be undergone are, however, comparatively 
simple for a company with a Dominion license, the main 
requirement being that the necessary fees be paid. In several 
of the Provinces insurance premiums are taxed, while in some 
localities there is also municipal taxation. The municipal 
taxes are most vexatious. For instance, a company with a 
Dominion license, and which has also complied with the local 
Provincal laws, cannot send an agent into such a municipality 
without first of all paying the municipal tax, and this, occasion- 
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ally is so heavy as compared with the amount of business likely 
to be done in the locality, that many companies prefer to give 
such municipalities a wide berth. In the Province of Quebec, 
strenuous efforts have been made for several years back to try 
and persuade the Provincial authorities to enact legislation 
abolishing the municipal taxes, but so far nothing has been 
accomplished. 

There are a number of Provincial companies in existence, 
apart from those I have referred to in the former portion of 
my address. These confine their business to the one Province. 
Should they desire to extend their field of operation, they 
must apply for a Dominion license, after which they become 
subject in all respects to the provisions of the Dominion 
Insurance Act. 

It, no doubt, will be still fresh in your memories, that some 
five or six years ago, volcanic disturbances were manifested in 
insurance circles. Their undulations were registered both 
in England and in Canada. A great deal of what we read was 
decidedly sensational. At that time, Labouchere in England 
had figured out, that if insurance companies were to go on 
increasing for the next 25 years at the same rate that they had 
done for the last 25 years, they would own all Great Britain ;— 
the real estate, farm lands as well as London realty, the rail- 
roads, all the banking interests, all of the great manufacturing 
interests, in fact all that goes to make a complex modern 
civilization. There was indeed some slight ‘‘reason in his 
madness’’ for at that time the total amount of insurance 
in force in Great Britain was } greater than the National 
debt. Including industrial insurance, which is very large in 
England, over 26,000,000 lives then carried insurance. I do 
not think Mr. Labouchere possesses the necessary qualifica- 
tions for actuarial work. 

In the Dominion of Canada, these undulations were first 
perceptible in the form of newspaper controversies, and the 
noise at last became so loud that a Royal Commission was 
appointed to enquire into the business of all insurance com- 
panies incorporated in Canada with instructions to draft such 
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regulations as they thought desirable. I am happy to say 
that no irregularity of any serious importance was discovered 
in connection with any of our companies. Notwithstanding 
the fact that all came through the ordeal in a manner deserving 
of congratulation, the Commission recommended the passing 
of an act containing regulations of such a nature and of such 
stringency as would have interfered most seriously with the 
transaction of insurance business in Canada. The obstructive 
nature of many of these recommendations of the Commission 
were so evident to our legislators that, sufficient time having 
been given to allow mature consideration, an Act was passed 
in 1910, free from nearly all those objectionable features—so 
much so, that one of the Commission on reading it might have 
quoted—‘‘It is a wise father that recognizes his own son.” 
The Act is now known as the Insurance Act of 1910. 

This Act, besides the usual provisions regarding invest- 
ments, valuations, etc., etc., contains amongst its numerous 
clauses the following:—one, authorizing the Superintendent 
of Insurance to visit the head office of any company legally 
formed outside of Canada, and examine the general condition 
and affairs of such company. Should the company refuse to 
permit such examination, their license will be withdrawn. 
Another clause is one which does not permit of rebates, or 
discrimination of any kind in the amount of premium being 
paid. A penalty of double the amount of the first year’s 
premium, but not less than $100 is imposed. Anyone can 
sue for this amount and recover one-half for himself. Another 
new clause is allowing all participating policy-holders of $2,000 
and upwards to vote for a Director on the Board, one-third 
of whom shall be elected by them. Again another new clause 
is one not allowing any agent or officer of the company except 
the Manager, to become a Director. Heretofore, in some of 
our companies, the chief Medical Officer was a Director. He 
is now excluded. 

After thus briefly referring to the statistical and legal aspect 
of life insurance in Canada, I will pass on to the functions of 
the Medical Directors. The nature of the questions put by 
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the medical examiners, and the form of his report is similar to 
that in vogue in the United States. Some of the companies 
following the practice of the British, name their chief Medical 
Officer, a Referee; others adopt the American method and 
name him Medical Director. The duties of the chief Medical 
Officers in Canada resemble more those of the British com- 
panies than the American, that is simply Referee work. The 
clerical work is under the control of a chief clerk, whose duties 
are the supervision of the issuing policies, and of the pre- 
cautionary measures associated with that duty. 

All medical reports are submitted to the Medical Referee 
or Director as he may happen to be called. He decides upon 
the advisability of accepting a risk, with or without an extra, 
as the case may require in his opinion, or of declining it. In 
doubtful cases his decision is arrived at only after consultation 
with the actuary. The original plan of providing for an 
impairment was to follow the method so much in use in British 
companies, that is by “rating up.” This method is still 
followed by several Canadian companies, whilst several have 
given up and adopted the ‘‘lien’”’ system. This was first 
introduced into America by a Canadian company in 1889. I 
consider it the best method of treating many classes of im- 
paired lives, the amount of lien and form of policy depending 
upon the nature of the impairment, whether it is a ‘‘ diminish- 
ing risk”’ or an “‘increasing risk.”’ 

With regard to death claims;—the practice of some com- 
panies with us is, to constitute a Board, composed of the 
Actuary, Chief Medical Clerk, and Chief Clerk of the Claims 
department, whose duties consist in the investigation of all 
death claims. Any doubtful medical question will be referred 
to the Medical Referee. The approval of the Board deter- 
mines whether the claim is to be paid, or contested. If they 
believe the claim is a doubtful one and should be contested, 
after thorough investigation they place the matter in the 
hands of the Board of Directors for action. 

Other companies refer all claims directly to the Board of 
Directors, or to a committee formed from that Board. 
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The balloting for the nomination of officers was 
next in order. Drs. O. H. Rogers and Frank Wells 
were appointed as tellers and distributed the ballots. 

The report of the Treasurer was read and after 
being duly audited by Drs. Whitney and Toulmin, 
motion was made and carried that the report be 
accepted with thanks. 

Dr. Rogers then read the report of the M. I. B. 
Committee. On motion the report was accepted. 

Dr. Willard called attention to the vacancy existing 
in the M. I. B. Committee by reason of the death of 
Dr. Hamill. The President then announced the 
appointment of Dr. Robert L. Burrage on the M. I. 
B. Committee to take the place of Dr. Hamill, 
deceased. 

Dr. Dwight then reported on behalf of the Joint 
Committee on Collective Investigation, as follows: 


Mr. President and Gentlemen:—The Committee of which 
I have the honor to be Chairman has no formal report to make 
—that is, not at this meeting. We are in position to report 
progress and I think that the work of the Committee is fairly 
clear in the minds of most of the members. The active work 
during the past year has been carried on by a sub-committee 
of the general committee of your Association, combined with a 
sub-committee of the Actuarial Society. They have, as you 
know, been at work, and very satisfactorily at work so far as 
they can judge. They are getting into a position so that in 
the course of a few months you will receive some definite 
information and some definite results. At the last meeting 
of this sub-committee, it was decided that we should make an 
informal report—a simple report of progress—and that the 
details of their accomplishment should be given you by Mr. 
Hunter, of the Actuarial Society, who is Chairman of the 
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Central Bureau, actually doing the work. Mr. Hunter has 
kindly consented to appear before this Association to-morrow 
morning at about 11 o’clock, to give you, as I understand it, 
a rather informal report as to the details and to answer any 
questions which any member of the Association wishes to ask. 
I am sure that all of you gentlemen appreciate how fortunate 
we are in having such a man as Mr. Hunter to carry out the 
details of this work—or rather, I do not believe you do thor- 
oughly appreciate it,—you could not any more than I could 
before I had the opportunity to work with Mr. Hunter on the 
Committee. I can only express my great gratification and 
the belief that your Committee is open to congratulation and 
to the thanks of the Association in having been so fortunate as 
to secure Mr. Hunter to do most of the work for us. 


The only business submitted by the Executive 
Committee was the resignation of Dr. Addison D. 
Thayer of the Union Mutual Life Insurance Com- 
pany, of Portland, Maine, which was accepted with 
regret. 

Motion was made and carried that the members 
accept with thanks the invitation to luncheon ex- 
tended by Mr. Peabody, President of the Mutual 
Life Insurance Company. 

Dr. F. C. Wells presented the following memorial 
on the death of Dr. William R. Bross: 


WILLIAM RosBeErtT Bross, M.D. 


Dr. William Robert Bross, noted in the medical profession 
as a physician of unusual attainments, died at his residence at 
West Islip, L. I., on Monday, Nov. 21, 1910, after a lingering 
illness of almost two years. 

Death notices, similar to the above, appear so frequently 
in the daily press, and so apparently routine do they become, 
that we grow indifferent to their import, and only glance 
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through the ever increasing list, perchance to find a familiar 
name. But when the fatal lines announce the name of some 
acquaintance or friend, with whom we have walked the 
avenue of life, known and regarded, they strike home, with a 
peculiar force and feeling, and bid us pause, and listen, and 
meditate, for the full significance of the sign-post by the way. 

As Dr. Bross was well known to many, if not all of the 
members of this Association, and as so much of its growth and 
success was due to his wise counsel and administration, it is 
eminently fitting that we pause a moment in our deliberations, 
at this time, to recall his memory, and to lay a tribute of 
respect in the place in our midst, made vacant by his decease. 

Dr. W. R. Bross was born in New York City, on Feb. 6, 
1854, and was a son of William Collier Bross and Elizabeth 
Sims. His father was a merchant of china and bric-a-brac in 
this city. He received his early education in the public 
schools and Columbia University, graduating later on from 
the College of Physicians and Surgeons of New York, in the 
class of 1881. After serving two years as house physician at 
the Randall’s Island Hospital, N. Y. City, he went to Costa 
Rica, Central America, where for several years he was in 
charge of the medical staff of Minor C. Keith of the Costa 
Rican Railway, Port Health Officer of Port Limon and phy- 
sician to the President of the Republic. While there he was 
instrumental in the establishment of a large government 
hospital, and later became consulting commissioner on yellow 
fever in South America. On the sale of his plantation interests 
in Central America, he returned to New York, and in 1889 
joined the medical staff of the Equitable Life Assurance 
Society, in the capacity of Travelling Field Inspector, thus 
being afforded an opportunity of studying and observing the 
health conditions and problems of the various localities where 
this Society was operating. Later on he was transferred to 
the Home Office in New York, becoming Assistant Medical 
Director to Dr. Edward W. Lambert, and still later was made 
a Medical Director, which position he held until the time of 
his death, but during the last two years of his life, on account 
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of ill health, was on the retired staff of the Society, as Consult- 
ing Medical Director. 

He was a Director of the Association of Life Insurance 
Medical Directors of America, a member of the Graduates 
Club of New York, the Medical Society of the County of New 
York, the Alumni Association of the Columbia Medical School 
and also of the Lawyers’ Club of N. Y. City. 

In the medical profession, Dr. Bross was known as a phy- 
sician of unusual attainments and a skilful surgeon. In the 
life insurance world he was regarded as an authority in his 
particular department. Having a high sense of honor and 
fidelity to duty, never seeking notoriety or prominence, he was 
a quiet, faithful worker, in the sphere in which his life was 
cast. A man of sound judgment, his advice was frequently 
sought on subjects outside the pale of life insurance work, 
and to him, this Association especially, on whose Executive 
Committee he served for so many years, devoting time, 
thought and talent in unstinted measure, owes much of its 
success and usefulness. Courteous and patient in disposition, 
he never failed to weigh each problem upon its individual 
merits, always seeking to be fair and just to all with whom he 
came in contact. To the work of medical life insurance, he 
brought the strong equipment of a well-trained mind, grounded 
in a broad knowledge of his profession, together with years of 
rich clinical experience, of a most practical nature. 

He is survived by his widow, and also by a son, William R. 
Bross, Jr. 


It was moved and seconded that the Association 
publish the memorial on Dr. Bross in their minutes, 
and that a copy of same be forwarded to the family 
of Dr. Bross. Motion carried by a rising vote. 

Dr. Laurence D. Chapin read a memorial by Dr. 
George S. Stebbins on the death of Dr. F. W. Chapin, 
as follows: 
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FREDERICK W. CuHapPin, M.D. 


To the Association of Life Insurance Medical Directors: 

The sad duty devolves upon me to announce to the Asso- 
ciation, the death of Dr. Frederick W. Chapin, who so long 
and with such signal ability served as Medical Director of the 
Massachusetts Mutual Life Insurance Company. 

He was a man of distinguished personal appearance; 
endowed with a broad education; especially gifted in his pro- 
fessional knowledge. His presence in the sick room was a 
benediction; in the social circle, a delight, an inspiration. He 
won the respect, confidence and patronage of the public to a 
marked degree, and was honored beyond most of his fellow 
associates, with positions of honor and responsibility. 

Although seemingly cut off prematurely, who shall say that 
his life was not well rounded out, for he lived to see his children 
educated and settled in life. The summons came to him 
suddenly, as he was about to arise in the morning to engage in 
his daily round of duty, in the harness, so to speak, as he 
would have wished it. 

As we look back over his life and professional career, these 
words seem best to express our appreciation of him and his 
work, ‘‘ Well done, good and faithful servant.”’ 


It was moved and seconded that this obituary be 
spread upon the minutes of the Association, and that 
a copy of same be sent to the family of Dr. Chapin. 
Motion carried by a rising vote. 

Dr. Robert L. Burrage then presented the following 
memorial on the death of Dr. Edward H. Hamill: 


EDWARD HoLMAN HamIi_L, M.D. 


Dr. Edward Holman Hamill, one of the original members of 
this Society, died at his home in Chatham, N. J., on October, 
the 29th, of last year. 

It is but fitting that a brief memorial of the doctor should 
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appear upon the records of the organization in which he had 
an ever present and vital interest. 

He was born in Alabama in 1843 and had the advantage, in 
his youth, of refined and cultured associations, being the son 
of the Rev. E. J. Hamill, one of the most prominent clergymen 
of his day in the South. 

The doctor was educated at the Slaton Academy and the 
East Alabama College, being a student in the latter institution 
at the outbreak of the Civil War. 

As a boy, he entered the Western army of the Confederacy 
where he remained for four years, attaining the rank of 
Lieutenant in Cleburne’s division. 

At the close of the war, he resumed his studies for a year at 
the Alabama College, and after graduation therefrom, began 
the study of medicine under the preceptorship of Dr. Hodge 
Drake. He entered the medical department of the University 
of the City of New York from which institution he was gradu- 
ated with high honors in the year 1868. 

After graduation, he served as Interne at Bellevue Hospital 
and later began practice at Islip, Long Island. In 1870, he 
was married and had one son, who was drowned at the age of 
fifteen. During his residence on Long Island he served as 
President of the Suffolk County Medical Society and as 
Coroner of Suffolk County for a period of two years. 

In 1877, he removed to Jacksonville, Illinois, where he 
remained for three years, after which he returned to his 
practice at Islip, L. I. 

For a short time he served as Medical Examiner for the 
Prudential Insurance Company at Islip and became connected 
with the Home Office as Medical Supervisor in 1886, and was 
later elected Medical Director of the Company, continuing in 
its service until the time of his death. 

Dr. Hamill was a man of quiet life, and while keenly inter- 
ested in civic matters, never, during our acquaintance with 
him, made any effort to gain political or public honors, but 
was elected for one term a member of the Newark, N. J. 
Board of Education. 
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Professionally, he was widely known, being connected with 
several medical organizations, and was prominently associated 
with the Practitioners’ Club, of Newark, N. J., where he was 
highly esteemed and honored by the society to which he made 
most valuable contributions. 

He was elected a member of this organization at its first 
annual meeting in 1890, and as we know, was always intensely 
interested in its welfare, its discussions and its plans for the 
betterment of life insurance medical work, and during his 
membership, made several contributions to our proceedings. 

He was Vice-President from 1899 to 1902 and its President 
from 1902 to 1905 and a member of the Executive Committee 
at the time of his death. 

There is no need of saying anything in his praise to those 
of our members who knew him—he was certainly esteemed 
for his sterling worth and known for the uncompromising 
spirit of his views in matters of right and justice. 

Those of us who were brought in daily touch with Dr. 
Hamill, feel his loss. We knew him as an able counsellor; a 
faithful friend and a courteous gentleman, always ready to 
aid his associates in any manner that he possibly could. In 
our Home Office, we feel his loss as that of a very dear friend. 

While the doctor was acutely ill for only a short time before 
his death, he had been in poor health and called upon to pass 
through a great deal of suffering for a period of several years 
and during the last two years of his life was most of the time 
unable to attend to business. 


It was moved and seconded that this memorial be 
spread upon the minutes of the Association and that 
a copy of same be sent to the family of Dr. Hamill. 
Motion carried by a rising vote. 

Dr. Charles F. Martin then read a paper entitled: 
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A SUGGESTED RE-ADJUSTMENT OF OUR VIEWS ON 
CARDIO-VASCULAR EXAMINATIONS 
FOR LIFE INSURANCE. 


By CuHar Es F. Martin, M.D., Montreal, Canada. 


A very limited experience in the medical aspects of life 
insurance, and the difficulty in obtaining from the literature an 
adequate conception of the subject, is perhaps the best apology 
for venturing to appear before this distinguished body to offer 
any suggestions as to methods of insurance examination. 

It is especially with reference to a consideration of a more 
lenient appreciation of the life values entertained to-day by 
many insurance companies, that the present paper deals. 

If perchance in these remarks anything may be found which 
will promote a healthy discussion as to the means of gathering 
statistics in cardio-vascular conditions for insurance purposes, 
and remodelling our present over-conscientious proscription, 
the time may not be altogether wasted. 

That the views of all insurance companies regarding medical 
examinations have undergone some radical changes in recent 
years, need not be mentioned here; that much, however, of 
old-fashioned dogma still exists and prohibits the acceptance of 
all sorts of reasonable risks, will, I think, be obvious to most 
of the members of this organization. 

Up to a few years ago, for example, the presence of a few 
casts, or a trace of albumin, in the urine of even an elderly 
applicant was sufficient reason for declination; to-day the 
incidence of these symptoms is not usually regarded in so 
serious a light, although many companies still decline to be 
lenient with such cases, even in the absence of any of the 
collateral signs of serious disease. As everybody knows, these 
signs may exist for 30-40 years and more without resulting 
fatally, and if only a proper appreciation of the underlying 
conditions existed, the insurance companies would receive the 
greater benefit by their acceptance. 

Even to a greater degree does this hold for examinations of 
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the cardio-vascular system, and the revolutionary alteration 
of our views within the last decade or two has been, I think, 
rather disregarded by the medical referees of at least some of 
the insurance companies I have visited. As Dr. Porter has 
recently stated in his most interesting and valuable sugges- 
tions to life insurance examiners, more errors occur in con- 
nection with disease of the heart, than in any other part of an 
insurance examiner’s work. 

In dealing with the heart, for example, I know well it is the 
practice of many examiners to be satisfied with the ausculta- 
tory phenomena alone and, in the absence of any adventitious 
sounds, to declare that portion of the applicant’s anatomy as 
healthy. (I leave out of discussion those physicians who 
neither strip their applicant’s chest, nor even bother about the 
more careful method of inquiry and analysis, as being worthy 
of professional ostracism, and yet I am familiar with those who 
scout at the idea of troubling their applicants or themselves 
with any such labor!) 

Now while in the past most stress has been laid on the use of 
the stethoscope, and the palpation of the pulse, I think one 
may safely say that the modern view inclines much more to the 
idea that the detection of a murmur is probably only a minor 
feature upon which to base a prognosis. For years it has been 
my custom to teach students that the use of the stethoscope is 
the last, and perhaps the least portion of a cardio-vascular 
examination, being at all events quite subordinate to the his- 
tory, the subjective symptoms and complaints, for these are, 
after all, the chief evidences of the true efficiency of the heart 
and vessels. Following upon a careful analysis of the symp- 
toms for evidences of cardio-vascular disturbance, e. g., dys- 
pnoea, comes the consideration of the causes of these symptoms, 
whether due to disease of the heart itself or to some functional 
disturbance, ¢. g., indigestion, etc. These observations aid 
in estimating the condition of the heart wall, which for practical 
purposes gives the best clue as to the possibilities of the heart’s 
power, and then, but only then, should we consider whether a 
valve is affected and, if so, which special one is involved; for 
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the mere detection of a valvular defect affords a very poor 
criterion as to the prognosis. 

Let me make it clear that I have no wish to minimize the 
value of auscultation,—far from it—but merely to insist that 
from the prognostic point of view this method takes a very 
subordinate position. Take, for example, the individual with 
marked signs on auscultation of mitral stenosis, with no rheu- 
matic attacks or chorea for years, and whose compensation is 
well maintained, and there can be no logical basis from the 
auscultatory phenomena alone to determine whether his years 
will be few or many; for it is all too well known that in the 
absence of ordinary signs of heart failure, life may be prolonged 
in practically good health for thirty or forty years, and longer. 

This question of murmurs arises naturally out of what has 
just been said and one cannot but feel that practically all 
insurance companies tend to over-estimate the gravity of such 
existing conditions. Per se, murmurs have a widely varied 
significance. Even the organic murmurs are merely evidences 
of disturbed function, through varying degrees of anatomical 
change in the valves, often indeed without any valve disease, 
and in themselves do not necessarily imply a shortening of life, 
though of course presenting a certain degree of impairment, 
which is only manifested under special conditions, such as 
excessive strain or severe acute disease or injury. To regard 
the mere existence of say a mitral murmur, even with a 
previous rheumatic history, as, per se,a grave omen or a cause 
of rejection for life insurance, seems to blind oneself to the 
more accurate knowledge acquired from recent investigations. 

Dr. Heron, who some years ago was a leading authority on 
life insurance in England, considered any applicant with 
mitral regurgitation as positively unworthy of acceptance, 
chiefly for the reason that it is impossible to control the mode 
of life and habits of our applicants, andthat at any time a sudden 
supreme effort, such as running to catch a train, would precipi- 
tate heart failure. It was for this reason that the same phy- 
sician was so severe with all suburban applicants. 

Such a generalization would seem to leave out of considera- 
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tion several important factors, each of which is of the utmost 
use in determining the value of the heart’s efficiency. For to 
obtain accurate knowledge of this point we must above all 
things learn to appreciate the predominating influence of the 
heart muscle, the use of the valves, the significance of mitral 
regurgitation, and other valve defects in relation to the 
patient’s general condition, and any associated lesions. 

In passing, I would like further to insist on the relative 
unimportance of the site of the apex beat, 1. e., of the cardiac 
impulse, which is remarkably variable within normal limits 
depending on posture, on amplitude, and on force. In this way 
variations of one inch may be found in normal individuals, 
and the impulse may alter with.abdominal distension, with 
a highly dilated stomach, and with respiration. A convincing 
demonstration of this last variation is easily found by radio- 
scopy, and the marked alterations downwards and to the right, 
with full inspiration readily visible. 

The size of the heart, too, is normally a most variable quan- 
tity; there is indeed no fixed size of the organ. The important 
function of tonicity of cardiac muscle allows amply for such a 
variation and takes care of the changes in size occurring 
ordinarily with the respiratory movements, and under condi- 
tions of effort, where temporary dilatation of the heart occurs 
in response to temporary increased need of space within the 
chambers. This, too, is a normal process, a mere physical 
dilatation, also demonstrable by means of the fluoroscopic 
screen. The importance of the heart muscle will be referred 
to in connection with the consideration of abnormal rhythm, 
and the question of valvular lesions be discussed first. 

Now by mitral regurgitation, I presume, is meant a leakage 
through these valves, or, to be more explicit, a murmur heard 
at or near the apex, and transmitted more or less towards the 
axilla. Even the inexperienced physician knows that such 
murmurs may occur in healthy individuals after exertion, a 
fact which has led to the rather suggestive idea that the valves, 
instead of being meant solely to prevent leakage, are some- 
thing more, and in a certain sense safety valves. No less an 
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authority than James McKenzie has expressed this view, 
and that one of the important functions of the heart valves 1s 
to leak under strain, so that mere leakage is not to be regarded 
as an unfailing evidence of cardiac disease. 

It is customary to speak of murmurs not due to organic 
disease, as functional murmurs, and one of the common 
sources of error in life insurance examinations arises, I think, 
from a faulty appreciation of the frequency of these functional 
sounds at any orifice, and with any period of the cardiac cycle. 

In a general way functional murmurs are supposed in the 
majority of cases to be based and systolic, while any systolic 
murmur heard at the apex, and transmitted to the axilla, is 
regarded by many as an almost certain sign of valvular 
disease, or at all events of organic cardiac defect. Any such 
conception is, as you all know, an absurdity, for all too fre- 
quently do we find harmless and transitory murmurs, which 
are not basal, or haemic, or cardio-respiratory in origin, but on 
the contrary simulate in site and rhythm the organic murmurs, 
and still in no sense whatsoever do they impair the efficiency 
of the cardio-vascular system. 

I should like to insist upon this point, on the fact that many 
functional murmurs occur with systole, at the mitral area, or 
all over the praecordium at any orifice, that some, too, are 
diastolic, and yet transitory; that with anemia they may be 
heard at the pulmonary, or mitral, or tricuspid areas, and very 
often give rise to temporary tricuspid regurgitation, without 
ever inducing heart failure. 

Furthermore, many murmurs occur as a result of acute 
infections, at any orifice, and are the result of a temporary 
involvement of the muscular ring or papillary muscles, and as 
such are often easily and rapidly repaired without affecting in 
any way the permanent normal efficiency of the organ. Clinical 
and pathological studies in typhoid, and other infections, have 
proved this without a doubt, nor is this a recently acquired 
fact. 

Sir Andrew Clarke drew attention to this in his interesting 
studies of chronic valvular conditions. Not only were a large 
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proportion of these 684 patients quite unaware of the existence 
of any cardiac disturbance, but consulted him for complaints 
referable to other organs and tissues. He dilates on the 
co-existence of murmurs with longevity, and he, too, lays 
stress on what has just been mentioned concerning the tem- 
porary character of many of these murmurs,—that organic 
valvular lesions very often heal so completely as to cause the 
disappearance of murmurs which may have followed some 
infection, e. g., rheumatism, chorea, etc., for several years. 
Indeed, Clarke, goes so far as to say, that the great majority of 
murmurs occuring with chorea eventually disappear, and adds, 
that he can remember but a few instances in which the mitral 
bruit of chorea has continued to be clearly heard ten years 
after its appearance. Organic structures, then, can be so 
completely repaired as to leave behind no clinical evidence of 
their former existence. 

Tricuspid regurgitation, up till recently looked upon as a 
final stage of heart disease, is now recognized as a common 
and often transitory condition in all sorts of general debility 
from one cause or another. Indeed, John Hunter, many years 
ago, doubted the competency of this valve in normal hearts, 
owing to the small size of its cusps, while Gairdner and Gib- 
son produced the condition artificially with ease, and others 
have proved its fugitive and harmless nature. In fact, tri- 
cuspid regurgitation is sometimes physiological and associated 
with the normal function of tonicity. 

It would seem, then, quite wrong to subdivide our cases of 
cardiac disease where murmurs exist into two great stages,— 
(1) that with good compensation, and (2) that where compen- 
sation is broken, under the impression that the second state 
inevitably succeeds the first. This is undoubtedly wrong, 
for in the majority of patients, even with organic murmurs, 
heart failure is not necessarily a sequence, even in late life. 
Sir Andrew Clarke’s statistics show this clearly, and James 
McKenzie in recent publications has dwelt on the compara- 
tive infrequency of heart failure in cases of valvular disease. 
Thayer, in a recent study of heart murmurs, examined thirty 
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robust schoolboys to find eighteen with murmurs, thirteen 
of which could be heard all over the praecordium, in the 
recumbent or left lateral posture. Apropos of the frequency 
of functional cardiac murmurs he is led to remark on “the 
number of men who are refused by insurance organizations, 
whose career is cut short in the army and navy because of 
lack of appreciation, by over-conscientious examiners, of just 
these points, and the number is really large.’’ Out of fourteen 
young men examined by him because of some supposed cardiac 
defect, and consequent rejection and postponement on the 
part of a well known company, practically all were perfectly 
eligible. 

The records of the Royal Victoria Hospital, Montreal, 
illustrate well the frequency of murmurs. At my suggestion 
Drs. J. C. Meakins and R. H. Hardisty prepared the following 
statistics of several years’ admissions. Out of 5000 medical 
cases admitted to the Royal Victoria Hospital: 


1826 cases had murmurs or irregularity = 36%. 
1736 ‘* murmurs (irrespective of irregularity). 
336 irregularity ( # murmurs). 
1490 murmurs (without irregularity). 
92 irregularity (without murmurs). 
244 murmurs and irregularity. 


Organic diseases with murmurs. 


762 cases had organic murmurs. 
axe; re 5 “ with irregularity. 
552 “ cc “ ii without é 


Functional conditions with murmurs. 


972 cases had functional murmurs (at one or more orifices), 
34 “ “ “ sad with irregularity, 
938 “ ‘cc “ “ without irregularity. 


Organic diseases with irregularity. 
248 cases had organic irregularity, 


ato: * ™ m with murmurs. 
a6: * 4 e without murmurs. 
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Functional conditions with irregularity. 


88 cases had functional irregularity. 
44 _ x4 with murmurs. 
54 “ 4 without murmurs. 


It is interesting to note the state of compensation in these 
cases: 


Good Fair Failing Broken 
342 213 99 146 


As regards etiological factors in the organic cases it is likewise 
important to note that out of the 800 cases of organic disease 
(out of 5000) there were 224 in which no cause could be 
assigned. 

An analysis of sixty autopsies was likewise made by these 
same physicians, with a view to establishing the relations 
between clinical signs and anatomical appearances, and while 
time did not permit a further investigation up to the present, 
one interesting fact is revealed,—vz., that in five cases where 
there were clinically no signs of disease, the heart is described 
at autopsy as fatty. 

Some plan, then, would be of use by which examiners might 
report with more satisfaction to give a reasonable estimate 
of the prognosis; and where doubt exists as to the significance 
and origin of a murmur and its effects on longevity, the mere 
report on the auscultatory phenomena is far from sufficient. 

To illustrate by one example the considerations which in a 
general way should guide the examiners, and that with refer- 
ence to mitral murmurs: 

The murmur having been detected, the extent of the valve 
lesion should be estimated if possible in part by the size of 
the heart and character of the murmur, and still more by the 
symptoms of regurgitation. Such symptoms, manifested as 
they may be by signs of an embarrassed heart (e.g. dyspnoea, 
etc.), afford the most satisfactory clue to the limitations of 
effort and careful inquiries will alone make such a decision 
possible. 
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In the same manner we ascertain to what extent the muscle 
is damaged and thereby the efficiency of the heart. 

If there be no failure of cardiac response and the size of the 
heart be normal, such cases should be acceptable (with per- 
haps certain small limitations) for insurance. 

If, on the other hand, there be signs of muscular impairment, 
we need not exclude such a risk without first ascertaining the 
degree of progress of the malady, for if there be no progressive 
increase of inefficiency after some years, the risk is still a 
possible one. 

The source and origin, too, are important considerations, 
for if it be of an infectious nature, the date of onset is im- 
portant,—thus a lesion that is progressive within two to three 
years is much more grave than in those cases dating back ten 
or fifteen years, even though the heart be enlarged and some 
failure of cardiac response is evident. A modified prognosis 
is certainly due to such cases and a short-term policy reason- 
able. 

This is especially the case with endocarditis of rheumatic 
or choreic origin, though not with cardiac lesions of the degen- 
erative variety, 7.e., associated with sclerotic changes, where 
the prognosis is always more grave. 

The age, too, should modify the consideration of the risk, 
for in youth the prognosis is entirely different from that in 
later years. So, too, in the same way the duration of a lesion 
has its important bearing on prognosis, and those which date 
back for years without obvious change are to be regarded as 
much more favorable. 

One need not add that the occupation and habits have like- 
wise an important bearing on the prognostic values. 

It is thus obvious that where murmurs exist, many factors 
require consideration before a final rejection, and that many 
instances occur in which a policy may be accepted without 
detriment to the company. 

Arrhythmias—Far more significant of the revolution in the 
interpretation of cardio-vascular phenomena is the change 
which medical investigation has produced in our views on 
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the cardiac irregularities. And yet, with all the literature 
issued on this important subject, I venture to say that but 
few of our field examiners are cognizant of more than the most 
superficial facts. 

Indeed, until a few years ago, even our text-books contained 
but little that was satisfying, and the knowledge concerning 
the clinical significance of these phenomena is as yet not 
very wide-spread. Ask our examiners, for example, the 
varieties of extra-systoles, the meaning of the refractory 
period and the compensatory pause, and how few will supply 
an intelligent answer. And the fact that the form of irreg- 
ularity is of far more importance than is its intensity, is 
probably not usually recognized even yet. 

The types and causes of the arrhythmias are multiple. 
Indeed, some are purely physiological. More than one 
authority has drawn attention to the frequency of respiratory 
arrhythmia, for example, so common in youths from seven to 
fifteen years of age, as well as in neurasthenics of any age. 
As every one knows, the heart-beats vary in rate with res- 
piration, being more rapid with inspiration, and the pulse 
may be so accelerated as to be almost imperceptible. This is 
not pathological, but associated merely with a varying irri- 
tability of the vagus centre. Holding the breath usually 
stops the irregularity, as does also the injection of minute 
doses of atropine. 

The orthostatic type is another physiological arrhythmia 
depending on posture, and in no sense pathological. 

No doubt in the majority of irregularities the heart mus- 
cle is of greater significance than is any other factor, and yet 
but few are inclined to respect its predominating influence or 
even care to think of its too well differentiated muscular sys- 
tems. How few of our examiners have learned to recognize 
the influence of the smaller system of cardiac fibres (the prim- 
itive bundle of His) upon the larger system comprising the great 
bulk of heart muscle, and which is dominated and controlled 
in its activity by it. How hard to realize that the vast bulk 
of cardiac muscle may be normal throughout, and yet a minute 
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lesion of that other microscopical bundle may disturb the 
rhythm to a very marked degree. With the bulk of muscle 
unimpaired the power of the organ remains unaffected, even 
though its rhythm be altered, just in the same manner as in 
disseminated sclerosis the co-ordination of our voluntary 
muscles is disturbed without otherwise altering their efficiency. 
Vice versa, the larger muscular system may be diffusely dis- 
turbed by fibroid or fatty change, and heart failure may be 
imminent, and yet the rhythm will remain normal so long as 
the lesser system (of His) be preserved and its power of con- 
duction and stimulation unaffected. 

The degree of arrhythmia, then, is no criterion of the 
heart’s power, nor of the intensity of the lesion, but the 
character of the irregularity determines the location of dis- 
ease and as such gives a valuable clue to the prognostic 
significance. 

The pathological types are not difficult to classify, and the 
extra systoles here, too, form the largest class, including as 
they do many varieties hitherto kept apart, e.g., P. bigeminus 
and P. trigeminus, some varieties of paroxysmal tachycardia, 
abortive heart-beats, etc. 

It is noteworthy that more than half of all cardiac arryth- 
mias are due to extra systoles, and yet a very large proportion 
of these has no grave prognostic omen. According to the 
type of the arrhythmias, to the length of the compensatory 
pause or its complete absence after an extra systole, the source 
of irregularity may be localized with a considerable degree of 
accuracy, for extra-systoles of the sinus or auricle are not 
followed by a characteristic compensatory pause, which is 
the reverse of what happens with the ventricular type of this 
form of arrhythmia. 

Certainly there is no difficulty attending the detection of an 
extra systole,—4+.e., the premature beat felt at the radial pulse 
and followed by along pause. Sometimes, it is true, the finger 
fails to detect the second pulsation because of its small volume, 
and then auscultation at the heart will reveal the true nature 
of the defect. A comparison in this way of pulse and heart- 
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beats is sufficient, for an intermittency of the heart is a rare 
and grave phenomenon. 

The subjective complaints often describe the condition 
with accuracy, for the sensation of fluttering—or the compen- 
satory shock—are often obvious to the patient. 

The extra-systoles with their manifold causes must be 
classified if we would use any system for life insurance work, 
for the prognosis varies entirely with the cause. 

For example, auricular extra-systoles, occurring as they 
often do only with serious diseases in the auricle, will sometimes 
show elsewhere enough evidence of cardiac injury to enable 
one to appreciate their gravity. But sometimes, too, they 
are found with harmless conditions and the distinction is not 
easily made. 

The ventricular, or auriculo-ventricular extra-systoles vary 
in gravity according to a number of causes. In general one may 
say that three classes of patients with extra-systole must be 
regarded as unsatisfactory risks: 

1. Those with previous cardiac disease; 

2. Those with advanced arterio-sclerosis; 

3. Those with arterial hypertension; 
because in all three some myocardial degeneration is obvious. 
Where, on the other hand, no lesion is otherwise evident, the 
prognosis depends on the age, being good in the young and 
healthy (according to MacKenziea specially good sign of health) 
while in those over fifty it is often the first cry of distress from 
the bundle of His, and, therefore, a sign of myocardial disease. 
Even then, however, it does not necessarily imply the onset of 
cardiac failure. In other cases, toxic causes exist and the 
abstention from tea, coffee, or tobacco, will produce cessation 
of the arrhythmia. 

In yet another class, digestive disorders from excessive 
or too fast feeding, gaseous distension, etc., bring about the 
extra-systoles, while in others, a very large proportion, it 
arises from nervousness or else no known cause can be assigned, 
and in these valerian or belladonna may cure the phenomena 
and demonstrate the obviously good risk for a life insurance 
proposition. 
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Paroxysmal tachycardia comes under the same heading, 
being made up according to some writers of a succession of 
extra-systoles, while according to others it is more obscure, 
and accompanied by a ventricular form of the venous pulse. 
Here, too, one should distinguish carefully between two forms, 
the one homogeneticof the physiological type, the other hetero- 
genetic or true paroxysmal tachycardia. In the true condition 
the onset and offset of the tachycardia come and go suddenly, 
while in the homogenetic variety the paroxysms of tachy- 
cardia are of a simple nature due to exercise, excitement, or 
convalescence, the change of rate being gradual during several 
minutes, and the rhythm is normally maintained. Not so 
in the true variety where one or two cycles suffice to induce 
the altered rhythm. A guarded prognosis must always be 
given along the lines above suggested for varieties of extra- 
systole, and the condition is admittedly obscure. Certainly 
people with this manifestation are to be regarded more 
seriously than those with ordinary extra-systoles. 

Bradycardia often is but a mistaken extra-systole which is 
missed at the pulse, thus producing a false bradycardia where 
the heart-beats occur but do not reach the wrist. In the true 
bradycardia of long duration, a lesion of the bundle of His 
may be at least suspected and those of experience will hold 
severely to a guarded prognosis. 

Perpetual arrhythmias form yet another type, with likewise 
two varieties,—in the one with serious and grave prognostic 
omen in the course of systole, in the other not necessarily of 
immediate danger, but requiring at all times a guarded prog- 
nosis, because even when occurring in the midst of good 
health, it suggests that the heart is menaced by serious signs. 
This whole subject with its varieties of auricular fibrillation 
may be dismissed with the one caution that no wise examiner 
will ever grant acceptance to an applicant thus affected, so 
difficult is it to determine what the outcome will be. 

Merely a word may be mentioned concerning another variety 
and that a very serious one, the pulsus alternans (really heart 
alternans), occurring as it almost always does when there is 
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imminent danger of a systole and a grave prognosis must be 
given. Indeed, it is the only form of irregularity which, per se, 
and apart from any other sign, is of grave prognostic signi- 
ficance. This arrhythmia is really a change in volume of the 
pulse, not one of rate, its feature being the alteration of a 
strong pulse and a weak one,—the heart’s contraction corres- 
ponding to the weaker. 

The incidence of irregularities as occurring in the Royal 
Victoria Hospital, among 5000 patients with all forms of dis- 
ease admitted to the medical service, may give some clue 
as to the frequency and importance of this phenomena (v. 
antea). 

It is thus evident that irregularities of the heart from the 
insurance examiner’s standpoint have considerable signifi- 
cance, for the majority of applicants presenting this phenomena 
and expecting acceptance will be as eligible as any other 
healthy risk. 

The important feature is that field examiners should be 
taught some system by which these examinations should be 
made, and thus render the perusal of reports more satisfactory. 

Blood pressure forms yet another subject of doubt and dis- 
turbance to the majority of examiners to-day, for who is 
there, after all, who is qualified to speak with authority of 
its prognostic features. 

Perhaps none of the newer methods for cardio-vascular 
examination has been as much in vogue by the average prac- 
titioner of medicine, as is the estimation of the blood pressure. 
The systolic pressure is taken, and if found normal in the ab- 
sence of physical abnormalities of the heart, it is apt to be taken 
for granted that this augurs well forthe patient,—and, vice versa, 
with a high blood pressure, in spite of anything in the chest, 
the prognosis is considered grave and such an individual 
is liable to rejection by an insurance examiner. And while, 
of course, both of these ideas are quite fallacious, after all our 
knowledge as to the significance of blood pressure is extremely 
limited, and stands in need of further assistance. 

A high blood pressure is often a most salutary incident in a 
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man’s life, and is protective. The older we grow, the less 
pervious do our finer arteries become, and the greater is the 
need of a high pressure to nourish the tissues. Hypertension, 
then, should not be regarded as a disease, but often as a dis- 
tinct benefit. 

Often on finding such hypertension we do all in our power 
to lessen it, when, as a matter of fact, our efforts should be 
directed towards maintaining it. 

The causes of increased pressure, while recognizable in 
certain diseased states such as chronic arterio-sclerotic ne- 
phritis and allied conditions, is yet quite inexplicable in others. 
Interesting indeed are those comparatively rare conditions in 
which an extreme grade of hypertension occurs without any 
appreciable cause, neither arterial sclerosis in any form, nor 
any old nephritis, and yet these patients will die sometimes 
from cerebral hemorrhage, sometimes from some other local 
arterial change, and always in the absence of any general 
discernible cause. 

There are those who believe that hypertension, per se, has 
no grave significance, and that only when associated with 
definite visceral lesions does it assume any prognostic impor- 
tance. The great fallacy seems to be this, we take the sys- 
tolic blood pressure and learn that it is high, say 180, and regard 
this observation as symptomatic of a shortened life, and a 
serious prognosis. But is this true, and is such an observa- 
tion accurate? I think not. Many individuals may’*live for 
years with a high tension pulse, and the mere registration of a 
single numerical sign does not apply equally to every in- 
dividual. 

The relation between the state of the circulatory power and 
the demands of the whole life capacity is an individual affair, 
and cannot be treated as a broad generalization. Each man 
has his own pressure index, and one can only form a rational 
idea of his life value by an attention to all the collateral 
symptoms and signs. In this matter, indeed, the physician’s 
good instinct and intuition are of quite as much importance as 
the functional diagnosis. 
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Great variations in the technique of blood pressure estima- 
tion, the ever-increasing types of new appliance, and the never- 
ending discussion as to its significance, demonstrate how 
far from complete is the present status of our knowledge of 
this subject. Inaccuracy of greater or less degree seems 
possible in a remarkable variety of ways. The temporary 
influence of psychic, and of vasomotor conditions upon blood 
pressure is too well known to call for more than a passing 
comment. The slighter inaccuracies associated with the 
nature of the vessel, its position, and the character and amount 
of the surrounding tissues, are all important factors in passing 
judgment on this method. 

One estimation is in itself subject to error, and a repetition 
of tests is alone reliable. 

The proper standardization of certain forms of appliance 
now in vogue is all too necessary to ensure correct results, 
while any instrument depending to such an extent, as most of 
these do, upon the personal equation is certain to give rise 
to results that are far from scientifically accurate. Where 
this is, however, eliminated by use of an indicating dial the 
possibility of error becomes minimal. 

More recent observations, too, have shown that the mere 
taking of the systolic pressure alone gives no clue to progno- 
sis,—that one must add to this the diastolic pressure and 
judge from the difference between the two as to the cardiac 
power. * 

Nor is this all; where the pressure is high and the difference 
between the maximum and minimum is small, the prognosis 
and treatment are very different from those cases where a low 
pressure is recorded even with an analogous difference be- 
tween the two. 

Martinet’s recent work in this connection is suggestive, 
as is that of many others who have endeavored to show the 
importance of correlating the two pressures; for the maximum 
blood pressure is but the expression of the intra-ventricular 
force, while the minimum indicates the degree of peripheral 
resistance including not only the condition of the arterioles, 
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but also the viscosity of the blood, the friction incurred, etc. 

And the difference between the two alone gives an idea of the 
cardiac power. Of chief importance remains the great fact 
that blood pressure is merely a subordinate phenomenon, while 
the subjective symptoms are of far greater importance to 
prognosis. ‘‘Has the individual dyspnoea on exertion?” 
is therefore a more important question, than “‘What is his 
blood pressure?’’ 

Suggestions and Conclusions—Each individual must be 
judged entirely on his own merits and not subjected to any 
generalizations regarding presence of murmurs, irregularity, 
blood pressure, or other signs indicative of cardiac disturbance. 

Good general health, with fair habits, and no general symp- 
toms of trouble with the cardio-vascular system, are all most 
important indications even apart from the findings on physical 
examination. 

The significant test of the individual applicant is in esti- 
mating what the French well designate as the valeur globale 
de l’organe,—.e., the combination of history, general examina- 
tion, visceral reactions, and functional symptoms. The age, 
the history, and the mode of life, as regards occupation, amuse- 
ments, work, food, anxiety, insomnia, and various affections 
of the body, all these are even more important than the 
physical findings. In other words, one must test the field 
of cardiac response to effort and exposure, as regards dyspneea, 
palpitation, pain, exhaustion, sense of compression or suffo- 
cation,—all these symptoms being mere indications of the 
cardiac power and yet not at all signs of heart failure in its 
developed form. 

Irregularities should be carefully studied as to their cause 
and site of origin, and not be considered as synonymous with 
rejection. 

Moderately high blood pressure should not be regarded as 
sufficient to reject, per se, without due consideration as to 
the state of cardio-vascular equilibrium. 

A normal blood pressure may exist with extreme fatty 
heart, and mislead even more than would a hypertension, 
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for many a patient with fatty heart shows no alteration of 
physical signs, but marked failure to respond to exertion. 

In many cases of angina pectoris the signs and symptoms 
are so few that merely a careful history will reveal the diagnosis. 

“In functional heart disease the signs are more important 
than the symptoms,—in organic trouble the symptoms are more 
important than the signs.” 

In all forms of disease with murmurs, irregularities, etc., 
there is always the chance of accidents, embolism, malignant 
endocarditis, sudden death, strain with acute dilatation, but 
there is danger, too, of the healthy resident of your fair city 
being run over by an automobile and killed. 

In conclusion, let me suggest that the greater appreciation 
of cardio-vascular risks will best come when proper forms are 
issued to every examiner with special reference to these 
questions, and the chief medical officer will have on paper a 
rational, accurate, and intelligent interpretation of the risk 
upon which he is asked to pass judgment. 


Dr. Wilkins :—This very classical paper opens a broad field 
for discussion. I think, however, before we enter into the dis- 
cussion of Dr. Martin’s paper, it might be advisable to hear 
Dr. Fisher’s paper on the use of the sphygmomanometer, as it 
is co-related to Dr. Martin’s paper. We will then proceed 
with the discussion of both papers. 


Dr. J. W. Fisher then read a paper entitled: 


THE DIAGNOSTIC VALUE OF THE USE OF THE 
SPHYGMOMANOMETER IN EXAMINATIONS 
FOR LIFE INSURANCE 


By J. W. FisHer, M.D. 


Medical Director of The Northwestern Mutual 
Life Insurance Company 


The Northwestern Mutual Life Insurance Company, in 
August, 1907, required the local examiners of the Company in 
several of the larger cities to furnish the Company with a 
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blood pressure reading of applicants examined by them where 
the applicant’s insurable age was 40-60 years. (The Company 
does not insure persons whose insurable age is over60.) Gradu- 
ally this requirement has been extended to all localities where 
it has been possible to secure the blood pressure reading, so 
that at the present time the blood pressure is furnished in all 
localities in which the Company does business, where it is pos- 
sible to induce the examiner to secure a sphygmomanometer. 
The blood pressure is required, regardless of the amount ap- 
plied for, in persons where the insurable age is between the 
years forty and sixty, and at any age where the Medical 
Departiment deems it advisable. In our Home Office examina- 
tions, the blood pressure is taken at all ages. We therefore 
have a record of 420 accepted cases under age 40, with a blood 
pressure average of 125.20mm.Hg. (See Table I.) In addi- 
tion, 26 applicants under age 40 were rejected, whose blood 
pressure was 150 mm. Hg. or over. 

By reference to Table II, it will be seen that 12,647 per- 
sons were insured with an average blood pressure, at ages 40- 
60, of 130.17 mm. Hg.; at ages 40-44, this average was 128.26 
mm. Hg.; at ages 45-49, average 130.51 mm. Hg.; at ages 
50-54, average 131.98 mm. Hg.; at ages 55-60, average 134.46 
mm. Hg. In all of the readings, the pressure was adjusted as 
nearly as possible to a cuff of 12 cm. in width. 

By reference to Table III, you will find that 806 persons 
were insured whose weight exceeded the average by more 
than 20%; 21 of these were under age 40, with an average 
pressure of 127.38 mm. Hg.; 407 were insured at ages 40-44, 
with an average pressure of 131.72 mm. Hg., and 378 were 
insured at ages 45-49, with an average blood pressure of 134.60 
mm. Hg. Inall cases where a number of blood pressure read- 
ings were taken, the average blood pressure was used in com- 
piling the tables showing the average at the different ages. 

Table IV shows the mortality (taken by the Actu- 
ary’s Table) of 2,668 insured, with a blood pressure of 140-149 
mm. Hg., was 81.85 expected deaths, 31 actual deaths, a 
percentage of 37.87, which is slightly below the normal death 
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rate of the Company on exposures of two years. It should be 
stated that the average exposure in all of these cases was 2.09 
years, covering a period from August, 1907, to January I, I9II, 
and carried up to the anniversary of the policies to July 1, 1911. 

Table V shows the mortality record of 525 persons 
insured with a blood pressure reading of 150 mm. Hg. and 
over, with 22.19 expected and an actual of 12 deaths, which is 
about 35 per cent. in excess of the general average mortality of 
the Company covering the same period, and 18 per cent. higher 
than the general average mortality during the first five years 
of exposure covering the 20-year period 1885-1905. 

Table VI shows a mortality record of 722 persons declined 
for insurance, in whom the blood pressure averaged 171.03 
mm. Hg.; 20.61 deaths expected, with 32 actual deaths, 
a percentage of 155.27, almost four times greater than the 
general average of the Company. 

Table VII shows 356 of the 722 rejected cases in which 
there were one or more other impairments than the high blood 
pressure. The nature of the impairments will be found in Table 
VIII. Of the 356 cases, 10.47 deaths were expected, with an 
actual of 18 deaths, or a percentage of 171.93 of the Table. 

Table IX shows 366 cases, the remainder of the 722 re- 
jected, in which there were no other impairments than the high 
blood pressure recorded on the application at the time of its 
receipt at the Home Office. The expected deaths were 10.14, 
with an actual of 14 deaths, or 138.07 per cent. of the Table. 

Table X shows subsequent impairments reported in the 
366 cases recorded in Table IX. You all appreciate the dif- 
ficulty of securing additional data on rejected cases. In all 
of the rejected cases, especially the 366 noted in Table X, 
a special effort was made to have repeated readings of the 
blood pressure and examinations, with a view to discover, if 
possible, the probable cause of the high blood pressure or what 
might in any way account for it. We invariably called for a 
specimen of the urine to be forwarded to the Home Office for 
chemical and microscopical examination, with the results 
shown in Table X. In almost all of the impairments in 
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which casts, albumin and sugar were found, and in some of the 
heart lesions, these impairments were discovered on examina- 
tions made at the Home Office, or were secured at a later date 
by furnishing the local examiner whomade the original examina- 
tion with a list of the cases and the name of the applicant’s 
family physician, through whom the local examiner might 
determine as to the physical condition of the applicant. In 
some instances, the local examiner saw and examined the 
applicant at a considerable period subsequent to our declina- 
tion. By this method, we have secured recent reports on about 
go per cent. of the inquiries made on declined cases where the 
applicant held no insurance in this or other companies in the 
interchange. We have made an effort in various other ways to 
bring the records up to date on all of these rejected cases. In 
the same manner, we have endeavored to secure the cause and 
date of death of those who died. 

It will therefore be seen that the mortality shown in the 
tables covering the rejected cases is undoubtedly more favor- 
able than the exact facts would show, as the chances are, with 
all the care we have taken to follow up rejected cases, that 
some deaths must have occurred of which we have no 
record. 

Table XI shows the causes of death of, First, the 525 
risks accepted (see Table V) with a blood pressure of 
150 mm. Hg. and over (with an average blood pressure of 
152.58 mm. Hg.), the average blood pressure of those who 
died being 151.71 mm. Hg., and, Second, the 722 cases rejected 
with a blood pressure of 171.03 mm. Hg., the average pressure 
of those who died being 183.61 mm. Hg. (See Table VI.) 

300 risks were accepted with a blood pressure of 109 mm. 
Hg. and under, an average of 103.43 mm. Hg., with only 3 
deaths. Of these, 248 were insured at ages 40-50, with 2 
deaths; 52 at ages 50-60, with 1 death; 1,488 risks were insured 
with a blood pressure of 110-119 mm. Hg., with only 5 deaths; 
1,186 of these were insured at ages 40-50, with 1 death; 302 
at ages 50-60, with 4 deaths. 

The local examiners are furnishing the Company with blood 
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pressure readings in their examinations in about 500 cities, 
towns and localities in which the Company does business. 

The records of this Company show that during the period 
from August, 1907, to January, 1911, the blood pressure of 
13,789 applicants was furnished the Company, and that in 
1,247 of these cases the blood pressure was 150 mm. Hg., or 
over, with a mortality of 102.80 per cent. of the table; 33 of 
these were under age 40 and the remainder were ages 40-60. 
The percentage of high tension was about 8 per cent. in the 
younger group and 9 per cent. in the older group. 

Notwithstanding the number of cases under observation at 
ages under forty is comparatively small, in my judgment the 
results are sufficient to justify Insurance Companies’ requiring 
the use of the sphygmomanometer in examinations for life 
insurance of applicants under age forty, at least until a large 
number of cases have been under observation for a sufficient 
length of time to enable us to definitely determine the diag- 
nostic value of the sphygmomanometer at the younger ages. 

No practitioner of medicine should be without a sphygmo- 
manometer. He has in this instrument a most valuable aid in 
diagnosis. The sphygmomanometer is indispensable in life 
insurance examinations, and the time is not far distant when 
all progressive life insurance companies will require its use in all 
examinations of applicants for life insurance. 


TABLE I. 


The Average Systolic Blood Pressure, Accepted Risks at Age 15-39. 














Ages Number mm. Hg. of Pressure | Average Blood Pressure 
15-19 21 2,478 118.00 
20-24 56 6,9174% 123.53 
25-29 80 10,049 125.61 
30-34 86 10,793 125.50 
35-39 177 22,3464 126.25 
Total 420 52,584 125.20 
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Average Systolic Blood Pressure, Risks Accepted at Ages 40-60. 


TABLE II. 
































Ages Number mm. Hg. of Pressure Average 
40 1,112 142,050)4 127.74 
4! 1,199 153,228)4 127.80 
42 1,163 149,015% 128.13 
48 994 127,755¥2 128.53 
44 956 123,65144 129.34 
Total 5424 695,701 4 128.26 
45 895 115,962 129.57 
46 857 111,856% 130.52 
47 748 97,687% 130.60 
48 727 95,607 4 131.51 
49 640 83,5532 130.55 
Total 3,867 504,667% 130.51 
50 626 82,296% 131.46 
51 515 67,539 131.14 
52 371 49,137 132.44 
53 369 48,9884 132.76 
54 288 38,327 133.08 
Total 2,169 286,288 131.98 
55 292 39,106 133-92 
56 223 29,952 134.31 
57 197 26,531 134.67 
58 159 21,2384 133-57 
59 127 17,223% 135.62 
60 189 25,549 135.18 
Total 1,187 159,600 134.46 
Grand Total 12,647 1,646,257 130.17 
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TABLE III. 


The Average Systolic Blood Pressure Risks Accepted Whose Weight 
Exceeded the Average by More than 20%. 






































Ages Number mm. Hg. of Pressure Average 
Under 
40 21 2,675 127.38 
40 76 9,942% 130.82 
4! 72 9.48444 131.73 
42 102 13,440)4 131.77 
43 87 11,4184 131.25 
44 79 9,325 133.21 
Total 407 53,611 131.72 
(45 go 11,994 133.27 
46 67 8,882 132.57 
47 86 11,644% 135-40 
48 83 11,253 135.58 
49 52 7,106 136.66 
Toral 378 50,879% 134.60 
Grand Total 806 107,165% 132.96 
TABLE IV. 


Mortality of Accepted Risks with Systolic Blood Pressure of 140-149 
mm. Hg., with an Average of 142.43 mm. Hg. 














All Ages. 
Years Number Expected Actual Per Cent. 
1907 217 11.338 4. 35-279 
1908 652 30.178 42. 39.764 
1909 953 27.800 8. 28.777 
1910 846 12.541  & 55.817 
Total 2,668 81.857 31. 37.870 
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TABLE V. 


Mortality of Accepted Risks with Blood Pressure of 150 mm. Hg. and 
Over; Average 152.58 mm. Hg. 


















































All Ages. 
Years Number Expected Actual Per Cent. 
1907 87 4.884 5. 102.370 
1908 210 10.654 6. 56.317 
1909 163 5-547 oO. 0 
1910 65 1.112 I. 89.929 
Total 525 22.197 12. 54.062 
TABLE VI. 
Mortality of Applicants Rejected with Average Blood Pressure of 
171.03 mm. Hg. 
All Ages. 
Years Number Expected Actual Per Cent. 
1907 40 2.495 9. 360.72 
1908 119 6.187 9. 145-47 
1909 209 7-253 9. 124.09 
1910 225 4.119 4. 97.11 
I9II 129 555 z. 180.18 
Total 722 20.609 32. 155.27 
TABLE VII. 


Mortality of Applicants Rejected with High Blood Pressure (average 
171.73 mm. Hg.) and One or More Other Impairments. 





Number Expected Actual 


Per Cent. 





356 10.469 18. 
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TABLE VIII. 





Impairments Recorded on Applications at Time of Medical Examination 
of the 356 Cases Recorded in Table No. 7 Above. 
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TABLE IX. 


Mortality of Applicants Rejected with High Blood Pressure Only. 
(Average 170.36 mm. Hg.) 





Number Expected Actual Per Cent. 





366 10.140 14. 138.07 














TABLE X. 


Impairments Subsequently Discovered or Developed in the 366 Cases 
Recorded in Table IX. Above. 
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TABLE XI. 





Angina Pectoris 

Aneurism aorta 

1 | Apoplexy 

Arterio-sclerosis 

I Appendicitis 

Cirrhosis of Liver 

I Cancer of Liver 

Duodenal Ulcer 

Heart Disease—Organic 

Nephritis 

ee ‘ 
rostatic rtrophy 

Railway hadiens 

Rheumatism—Acute 

Suicide I 

Stokes-Adams Disease I 
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The following histories are taken at random from 
the cases recorded in Table No. X,—applicants 
rejected on account of high blood pressure; no other 
impairment recorded on application: 


CasE 1. Age 46; lawyer; examjned October 11, ’07; blood 
pressure 180 mm. Hg. July 28, ’08, two readings, 180-220 
mm.Hg. January 19, ’09, had a stroke of apoplexy, confined 
in an insane asylum for four months. April 13, ’11, was ‘‘in 
country on chicken farm. General health improving. Has 
Hemiplegia.”’ 

Case 2. Age 51; manager packing house; examined Oc- 
tober 23, ’08; blood pressure 200 mm. Hg. March, 1909, 
blood pressure 180 mm. Hg. History of albumin and casts 
in urine from time to time for several months. April 22, ’11, 
“‘appears to be in good health. Blood pressure 170-205 mm. 
Hg. Has persistent Oxaluria.’’ 

CasE 3. Age 49; school principal; examined January 11, 
’10; blood pressure 190-195 mm. Hg. January 17, ’10, blood 
pressure 174-176 mm. Hg. Three inch cuff in both cases. 
July 22, ’11, had stroke of Apoplexy. 

Case 4. Age 52; physician; examined December 1, ’09; 
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blood pressure averaged 170 mm. Hg. three readings. April 
14, "11, blood pressure 180 mm. Hg. ‘Has some difficulty in 
handling himself; memory bad; unable to find words to express 
himself; symptoms point to early stage of Paresis.”” M. I. B. 
report January 18, ’10, high blood pressure reading. 

CasE 5. Age 51; manufacturer and pharmacist; examined 
January, 6, ’08; blood pressure 200-210 mm. Hg. History of 
several readings in 1907 showed blood pressure 165-180 mm. 
Hg. January, 1908, albumin found on examination at Home 
Office. May 25,'11, report—'‘ Applicant away from his busi- 
ness onaccount of ill health.’’ Nature of trouble not ascertained. 

Case 6. Age 41; bookkeeper; examined December 14, ’08; 
blood pressure 156 mm. Hg. Further readings December 25, 
708 and January, 1909, 150-170 mm. Hg. respectively. 
August, 1911, ‘‘under care of oculist, failing eyesight which 
had troubled him several months, due to atrophy of optic 
nerve. Specific trouble suspected although denied by appli- 
cant. Almost totally blind.” 

Case 7. Age 49; stock broker; examined October 4, 1908; 
blood pressure 190-195 mm. Hg., two separate readings. 
April 14, ’11, ‘‘suffering from neurasthenia. Has had high 
blood pressure since last report. Applicant in fairly good 
physical condition.” 

CasE 8. Age 54; insurance examiner; examined December 
15, 08; blood pressure 185 mm. Hg. August 11, ’11, ‘‘suffers 
from vertigo and dizziness at times. Blood pressure 165 mm. 
Hg. ” 

Case 9. Age 49; lawyer; examined September 24, ’08; 
under observation until December, 1908; blood pressure eight 
separate readings averaged 166 mm. Hg. May 12, ’11, 
“‘blood pressure averages about 175 mm. Hg. Is under care 
of physician. Complains of ringing in ears. Otherwise health 
apparently good.”’ 

CasE 10. Age 52; examined November 23,’ 09; blood 
pressure 170-195 mm. Hg.; second examination urine con- 
tained sugar. Death occurred in February, 1911. Report 
that blood pressure for some time had been 248 mm. Hg. 
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Sugar absent for some time prior to death. Nervous symp- 
toms well marked, died from exhaustion. 

Case 11. F. A. W., aged 48; policy issued April, 1909; 
blood pressure 135 mm. Hg. Janeway cuff. Applied for 
second policy April 4, 1910. Family and personal record 
satisfactory; height 5 ft. 6 and § in., weight 191 pounds; 
urine normal; recommended by Examiner; blood pressure 
160 mm. Hg. Further readings called for. Report, April 
20, 1910, blood pressure 160-165 mm. Hg., and a third 
examination 168 mm. Hg. We also called for sample of 
urine which showed trace of albumin and granular casts. 
Examiner stated that he had found no evidences of atheroma. 
In reporting the additional blood pressure readings the 
Examiner stated—‘“‘I would not reject Mr. W. because of the 
blood pressure but of course you have statistics from which 
you can figure the chances. I cannot believe that his blood 
pressure has increased from 135 mm. Hg. to the present point, 
but of course it is possible.”’ 

Date of death September 18, 1911. In the proof of claim 
the attending physician stated—‘' Have treated deceased at 
intervals for one year for Arterio-sclerosis.’’ The remote 
cause of death was given as arterio-sclerosis “of which there 
was no knowledge until one year ago when he was rejected for 
Life Insurance.’’ Immediate cause of death—‘‘cerebral 
hemorrhage. ”’ 

CasE 12. Age 60; examined January 21, ’07; good family 
history; urine negative; usually rose at night to void urine; 
blood pressure 165-167 mm. Hg. One month later blood 
pressure 200 mm. Hg. A few weeks later blood pressure 
180 mm. Hg. to 200 mm. Hg. Six weeks subsequent 
to last examination applicant died suddenly from stroke of 
apoplexy. 

Case 13. Age 49; manufacturer; examined October 30, 
’07; blood pressure 218-242 mm. Hg. On one reading it was 
recorded as ‘350 mm. Hg.”’ No other physical signs of 
impairment. September, 1908, it was reported that applicant 
was suffering from chronic nephritis. 
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CasE 14. The following letter was received from one of 
our Chicago Examiners: 


November I1, 1908. 
“‘DEAR Doctor FISHER: 

In commendation of taking the blood pressure in appli- 
cants forty years of age or over, I heard of an instance the 
other day which may interest you. Within a year you 
rejected a man who was examined here and recommended, 
with a blood pressure above normal. At that time Dr. E., 
a policy-holder of ours, examined him and found everything 
normal except the blood pressure. Later on and recently 
Dr. E. had occasion to examine him again and found he was 
suffering with a pronounced case of chronic interstitial 
Nephritis.”’ 


Histories of cases recorded in Table No. VIII.—Applicants 
rejected, high blood pressure with one or more other 
impairments: 

CasE 1. Age 51; auctioneer; examined January 12, '08; 
blood pressure 210 mm. Hg.; albumin in urine. June 19, 
’08, reported through M. I. B. bronchitis and albumin in urine. 
May 3, '11, died of apoplexy. 

CasE 2. Age 59; examined August 2, ’09; blood pressure 
170-180 mm. Hg.; suspicion of arterio-sclerosis. July 14,’11, 
—‘‘party in poor health; has been troubled with severe head- 
aches and is suffering from some chronic stomach trouble.’’ 

CasE 3. Age 44; publisher; examined November 17, ’09; 
blood pressure 170 mm. Hg. and slight hypertrophy of heart. 
April 21, ’11—‘“‘condition not improved; has endocarditis. ’’ 

CasE 4. Age 41; provision merchant; examined November 
2, 08; blood pressure 160 mm. Hg.; albuminin urine. April 
17, '11—‘‘is subject to severe migraine; uses morphine freely; 
in poor health for some time.”’ 

Case 5. Age 53; manager clothing company; examined 
November 5, ’09; blood pressure 210 mm. Hg.; albumin in 
urine. April 21,’11—‘‘blood pressure still high ranging from 
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200-225 mm. Hg. unless under active treatment. Albumin 
still present. Diagnosis interstitial nephritis. ”’ 

Case 6. Age 52; travelling salesman; examined September 
3, 07; blood pressure 215mm. Hg. Albuminin urine. April 
14, "11—‘‘six months after declination suffered from uremic 
poisoning; blood pressure 224 mm. Hg.; urine scanty and 
contained blood. Convulsions and coma lasted three or four 
days; is now travelling on the road. Is under treatment; low 
diet; blood pressure now between 180 and 190 mm. Hg.” 

CasE 7. Age 59; lawyer; examined October 16, ’08; blood 
pressure 170 mm. Hg.; sugar in urine. August 18, ’11— 
“‘critically ill for two weeks with acute lung trouble complicat- 
ing diabetes; run down in health and rapidly failing for past 
six months.”’ 

CasE 8. Age55; examined at Home Office January 7, 1907; 
blood pressure 190 mm. Hg.; slight trace of albumin present. 
While at breakfast-table morning of April 28, 1908, died 
suddenly of apoplexy. 


DISCUSSION 


Dr. Rogers—The two papers that have been read this 
morning have interested me very greatly. Both of them are of 
distinctly high type. With regard to Dr. Martin’s paper, I 
agree with every bit of it from the medical point of view and 
disagree with a great deal of it from the point of view of Life 
Insurance. Dr. Martin starts out with the implied assump- 
tion that we are able to study dur risks with the care and atten- 
tion that a physician employs when he studies his patient. Asa 
matter of fact, in Life Insurance work, we are obliged to depend 
on snap-shot impressions and to do our business from compara- 
tively hastily made observations. We have to draw our 
conclusions from very scanty premises. We cannot subject 
applicants for insurance to the same kind of scrutiny that a 
physician in practice is able to employ when he is studying his 
patients. Moreover the mental attitude of a person who 
consults his physician is very different from that which he 
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brings to an examination for Life Insurance. In the one case, 
his mind is open,—he comes for help; he gives freely every bit 
of knowledge of himself that he possesses. In the other case, 
if he knows he is impaired, he is apt to conceal that fact, rather 
than reveal it. He does not come frankly to us, and, even if 
he is ever so frank, his mental bias in favor of getting what he 
is after leads him to color sometimes unconsciously the picture 
which he presents for our consideration. Our work differs 
then from that of the medical practitioner, not only in that 
our observations must be less elaborate, but in the mental 
bias of the applicant, and in estimating the significance of 
heart lesions or of irregularities in the pulse, we must make use 
of Dr. Martin’s excellent advice, subject to the modifications, 
the qualifications, physical and physiological, that I have just 
spoken of. 

With regard to Dr. Fisher’s paper,—I told Dr. Fisher a 
few minutes ago that in it he had done a very good piece of 
work for the Association. I did not mean by that remark, 
that Dr. Fisher has not in times past done good work, because 
as President of the Association, as you all remember, he served 
us splendidly. But this paper, to my mind, marks an epoch 
in the kind of work that this Association is going to expect of 
its members and I want Dr. Fisher to know how much I 
appreciate the excellence of his work. I do this all the more 
heartily, I confess, because, with respect to the subject matter 
of his paper, Dr. Fisher’s views square so entirely with my 
own. Nothing satisfies one more than to have a man who 
speaks ‘‘ex cathedra’’ as Dr. Fisher does, express views 
entirely in accord with one’s own convictions. Dr. Fisher has 
expressed my views in almost every detail. I am not alto- 
gether prepared to agree with him as to the precise point 
where we should draw the line between the normal blood 
pressure and that which we should consider abnormal or at 
least doubtful. There can be no doubt that when we get a 
blood pressure much above 150, we should look with grave 
misgivings upon the circumstance,—and I say that with full 
appreciation of the great value of Dr. Martin’s suggestion 
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regarding high blood pressure as a valuable asset to some people 
who have it. Those people cannot get along without a high 
blood pressure; if you take it away from them they are worse 
than when they had it, but they are never standard risks,— 
they are bound to show a mortality distinctly higher than the 
normal. 

It is hardly fair that I should carry on this aspect of the 
discussion any further, for the reason that I wish particularly 
to employ the time at my disposal in calling your attention 
to-day to the question of sphygmomanometers, and to what 
I conceive to be the needs of the medical profession in that 
direction. I have given a good deal of thought to the subject, 
and want to show you a small attempt I have been making to 
solve the problem and to meet those needs as I see them. 
Every physician should have a blood-pressure measuring 
machine and he should appreciate the fact that when the 
blood pressure reaches the line or thereabouts to which Dr. 
Fisher has referred, he is confronted with a signal of danger 
which, in the interest of his patient, he must not ignore. A 
high blood pressure always means danger. It may be less 
dangerous in some cases, as Dr. Martin suggests, than would be 
a lower pressure in those same cases, but it is a danger never- 
theless. I feel very confident that by means of reasonably 
delicate apparatus we are able to recognize very important 
conditions, such as the pre-albuminuric stage of chronic 
Bright’s Disease; the pre-rupture stage of an apoplexy; the 
pre-dilatation stage of an aneurism, and so on. Physicians 
may now by means of them recognize a stage of disease or of 
perverted metabolism much earlier and more surely than has 
heretofore been possible by means of the tactile sense of éven 
the most skilful men. 

Now the objection to most of the blood-pressure measuring 
machines is either their lack of portability or their cost. An 
apparatus for Life Insurance as well as for general clinical 
work should be easily portable, reasonably accurate, and 
besides these desiderata, it should be inexpensive. You will 
doubtless recall that several years ago I laid before this 
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Association an instrument which I had devised which possesses 
the quality of portability. It is an admirable instrument but, 
like all mechanical contrivances, it may get out of order, and 
when this happens there is no way of determining whether it 
is or is not working efficiently. It has to be referred back 
from time to time to a mercury column. On the whole, 
however, it has done its work very well and is a justly popular 
instrument. Unfortunately, its cost is excessive,—too great 
to be within the reach of the average practitioner. 

A mercury column is much more accurate than any mechani- 
cal contrivance, but it is not portable and may only be used in 
the office or in the hospital ward. 

Having the problem in mind from these various aspects, I 
have been endeavoring for some time to devise an inexpensive 
and easily portable instrument which should be sufficiently 
accurate for routine clinical purposes, and I wish to show you 
this morning the results of my efforts in that direction. I have 
not yet had time to study this instrument as thoroughly as I 
should wish and it may not prove to be as trustworthy as 
I now think itis. I show it to you now, before my studies are 
complete, because I wish to have the honor of presenting it to 
this Association in advance of bringing it to the attention 
of the profession at large. 

The instrument consists essentially of a graduated glass 
tube, expanded and closed in at the top and so arranged that 
when it is placed in a vertical position the lower end of the 
tube is immersed in mercury; but when it is placed in any 
other position the mercury flows away from the foot of the 
tube and thus allows free communication between the air in the 
tube and the external air. You will notice that the mercury 
is retained in a globe at the bottom of the tube and that the 
inflow pipe projects into the globe so far as to come above the 
level of the mercury, whatever the position of the instrument 
may happen to be, so that the mercury is permanently enclosed 
in a position to be available for use. The instrument is 
enclosed in a hard rubber jacket so as to protect the glass from 
breakage while in use. Each of these instruments is standard- 








410 Twenty-Second Annual Meeting 


ized at a temperature of 70° F., and I have reason to believe 
that the variations due to temperature and to other causes are 
but slight, and may easily be allowed for. 

Speaking of variations in all of these instruments, which 
depend upon the tactile sense for detecting the critical point of 
the return of the pulse, leads me to refer to one aspect of Dr. 
Fisher’s paper. In striking his averages of blood pressure he 
uses such figures as 142.43. My only objection to the use of 
the decimals in his paper is that it is apt to convey to the mind 
of the reader the idea that it is possible to recognize such slight 
differences of blood pressure. Clinically, I very much doubt 
if any of us is able to distinguish differences of 2 mm., to say 
nothing of decimals of a single millimeter. I myself have 
frequently observed differences of at least five mm. in the judg- 
ment of first-class men in making manometric observations. 
In other words, anybody who talks about blood pressure 
closer than five mm. Hg. is making very fine distinctions. 
A man cannot draw the line clinically between 145 and 147 
mm. and the quicker the general practitioner fully appreciates 
that fact the better for all of us. A man may feel reasonably 
confident that a given blood pressure is probably less than 
150 mm. and probably more than 145 mm. but he cannot be 
sure of his observation any closer than that. What we want 
in blood pressures is a broad general view and to anybody who 
complains about the accuracy of an instrument, that it will 
not read to one or two mm. Hg., I say, go and see how closely 
the clinician reads it who has the instrument. I believe there- 
fore that an instrument graduated to five mm. is quite close 
enough for clinical purposes, and I should like to ask Dr. 
Martin if he agrees with me on that subject. 

Dr. Martin—lI certainly do. 

Dr. Rogers—With regard to the sleeve, I have endeavored 
to produce one which will fit more snugly and smoothly than 
any of the simpler forms now in use. You will notice that the 
sleeve is so arranged, with a supporting clutch and a rubber 
tube at opposite edges, that when the bag is laid against the 
inner side of the arm, the clutches and the tubes are in the 
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same relation to the instrument and to the inflating bulb, 
whichever arm is used. If care is taken that the clutch is 
placed in the middle line of the anterior surface of the arm, 
the instrument will always be in the correct position whichever 
arm is used. The aperture is placed in the sleeve for the 
purpose of allowing the two ends of the bandage to pass one 
another and still lie flat and smooth on the arm. 

I think that this brief description will give you some idea 
of what I have had in mind in the development of this instru- 
ment. 

Now with regard to its manufacture, I may say that that 
question has not yet arisen. I have not carried my experi- 
ments sufficiently far to be able to say anything very definite 
on that subject. I may not find the instrument, on careful 
examination, to possess all the qualities which I now believe 
it to possess. My reason for presenting it at this time is that 
I wished you to see it before it is offered to the profession. 
It may be possible to bring the instrument out within the next 
four or six weeks. It may be several months before it is put 
out. In any case, I do not wish it to go out until I have 
satisfied myself that it will afford the profession at large an 
inexpensive and at the same time a sufficiently trustworthy 
instrument. Ifit proves to bea success it will bear the name— 
“‘Dr. Rogers’ Simplex Sphygmomanometer.”’ 


Dr. Arthur Jukes Johnson—In rising to say a few words 
with regard to Dr. Martin’s paper, I feel that I am voicing the 
sentiment of everybody in the room when I say that a paper 
of this kind must be of value to our Association. As Dr. 
Rogers has said, it is a paper that is clinical rather, in its 
tendency, but it is very exhaustive, and a paper that I think, 
as Medical Directors, we all appreciate,—all perhaps except 
the author himself. 

When I came into the room which was, unfortunately for 
me, after the meeting had begun, I said to Dr. Martin— 
“What are you going to give us?”’ ‘‘Oh,”’ he said, “nothing 
but a lot of hot air,”’ and I said—‘‘ What do you expect me to 
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say about it?’”’—‘‘Oh,’’—he said—‘‘I expect you to say that 
you know it all and that I need not have wasted my time 
telling you about it.”” And it is in that respect that I differ 
from Dr. Martin. If I were put into a witness box and were 
asked by a counsel—‘‘Do you know all that there is in Dr. 
Martin’s paper?’’—being a truthful man I should have to say 
—‘‘No, I am afraid I do not’’—and I know the kind of back- 
hander I would get if the counsel were a good one, for he 
would then say—‘‘ Well, Doctor, if you don’t know anything 
about this subject, it is unnecessary for me to ask you any 
further questions.” 

But to return to the paper—it is quite true, as Dr. Martin 
says, that up to a few years ago our practice was somewhat 
different than it is to-day with regard to the selection of heart 
cases. It seems to me that formerly we rejected heart cases 
in a large number of instances,—all cases in which there was 
organic disease of the heart, all cases in which there was any 
endocarditis, all cases of disease of the left side of the heart, 
either obstructive or regurgitant, all enlargements of the 
heart, all fatty hearts, all pericarditis, and so on; and I think 
with him that in the present day this is not a fact. The 
general practitioner is learning to a certain extent to differen- 
tiate with regard to heart trouble, but it is pretty slow work. 
We all know how frequently papers are returned with merely 
the remark—“there is a systolic murmur.’’ What we really 
want is to have the general practitioner who examines for an 
insurance company understand that he should give such a 
report that we are able from his description not only to follow 
out the answers to the questions in the examination paper, 
but to make up a picture in our own mind of the style of risk 
it really is. The questions that are asked on a Life Insurance 
paper are not sufficient in themselves, if answered didactically, 
to convey to our mind the style of the applicant. The Medical 
Examiner should be instructed to follow out these warning 
signs of which there are so many with regard to disease. Take 
for instance the very question of a systolic murmur—how 
many Examiners return papers to you, genilemen with any 
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description of what the systolic murmur really is and what is 
causing it, how it is connected with other conditions which 
exist in the applicant, etc.? These are great questions which 
I think in some way should be brought forcibly before the 
Examiner. 

With regard to the examination of the applicant, to which 
Dr. Martin refers,—in the present day I hardly think there are 
many Examiners who would attempt to examine any applicant 
without having him properly prepared for examination. 
I know that formerly, and I suppose even yet occasionally, 
agents are sharp enough to try to get the Examiner in such 
position that perhaps he will pass an application without 
having a perfect knowledge of it. Such for instance, as 
attempting to get an Examiner to examine an applicant in a 
business place where perhaps there is machinery, or something 
of that kind, so that it is almost impossible for the Examiner to 
determine really and accurately what the conditions are. The 
agent hopes by that means to get his case through. But all 
this is now rapidly disappearing. Medical practitioners are 
making more perfect examinations every day. If we can add 
a little bit more to what we require—that little bit being the 
suggestion made by Dr. Fisher either in his paper or since— 
that every Examiner should give us the blood pressure and 
not only give us the blood pressure but know something about 
the use of the instruments that are employed for that purpose 
—all that is to the good. There is only one point perhaps in 
Dr. Martin’s paper that seemed to me to be a little mis- 
leading, and that is with regard to the cases that were received 
into the hospital and the condition of their hearts. Dr. 
Rogers has already spoken with regard to that—these people 
came there as patients and probably had something the matter 
with them. If therefore it was found afterwards that they 
had something the matter with their hearts, that might not be 
unexpected. 

Then with regard to post-mortems. I must say that post- 
mortems on these cases showing as they did, heart conditions, 
are still rather misleading. Many of us know very well that 








414 Twenty-Second Annual Meeting 


until the body is on the mortuary table, there has been no 
suspicion in a great many cases of heart trouble. Many 
people go through life without ever knowing themselves that 
they have any heart trouble, and it must be the experience of 
all of us in examining applicants for life insurance, that we 
very often come across people who imagine themselves 
perfectly healthy, have always thought themselves perfectly 
healthy, and are very much disappointed in finding that they 
have some heart condition that has never been discovered 
before. 

As to how far treatment benefits certain conditions, and 
as to how far we are justified in accepting risks until the 
possible treatment of those conditions is exhausted, is a 
question that I am unable to understand. The environment 
of the patient plays such a very strong part—the every-day 
life of a person, suffering from some form of disease, which as 
Dr. Martin says is quite curable. That patient may not 
carry out the treatment, may vary the treatment, may be 
subjected to all kinds of quackery—how far are we able to 
form any opinion upon such a life? Mr. Chairman and 
Gentlemen, there are a number of others who are much more 
capable of discussing this subject than I am, and I feel that it 
is unwise for me to go more into the technical part of this. I 
would only like to have some suggestion from Dr. Martin as 
to how he proposes to get all this question into the head 
of the average medical practitioner who is an Examiner for 
Life Insurance. 

Dr. Frank Wells—Mr. President and Gentlemen: I only 
wish, and I imagine that you wish, that we had all Doctor 
Martins in the field to examine for Life Insurance. My 
impression however is that when we have to depend, as we all 
have to depend, upon the average practitioner and one who 
has not received possibly the very best medical training, and 
when I think of Examiners not only in large cities but in small 
towns of perhaps fifty, sixty, seventy or one hundred popula- 
tion, scattered all over the country, and when I think of the 
mental and medical equipment of those Examiners, I am very 
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much afraid that the interesting paper which Dr. Martin 
has given us will make very little impression upon them. If 
we should undertake to instruct them along the lines of Dr. 
Martin’s most excellent paper, I fear they would get so mixed 
up and so mystified that they would not know whether they 
were standing on their medical heads or on their medical feet, 
so I for one am very much afraid that the difficulty lies, not in 
our ability to instruct these Examiners, but in the instruction 
which they originally received in getting their medical educa- 
tion. I certainly wish I could have been instructd along 
these lines when I was a medical student, but I was not, and 
therefore the Medical Examiner of to-day must be the one of 
common sense rather than of scientific attainments, and I 
believe that when a Medical Examiner reports a heart murmur 
—whether he finds it or not I do not know—but if he reports it 
we must look upon that as being a danger signal and act 
accordingly in our decisions. 

Dr. Grasett—I represent a Company that unfortunately is 
only able to permit one of its Medical Directors to come down 
to New York at a time, but I am particularly fortunate this 
year in that I have been able to hear the combination of 
papers on this subject which exceed, I think, anything I have 
had the good fortune to hear before on this subject. If we 
assume, as I think we may correctly, that many errors that 
we, as Medical Directors, are liable to fall into are in cardiac 
cases, it ought to be of extraordinary interest to us to be able 
to eliminate those errors. True it is that we can only do so in 
part. As the speaker has just pointed out, we have an edu- 
cated body of medical men to furnish the Directors correct 
information, and as a clinical teacher for thirty years and for a 
long time at the head of one of our largest hospitals, I join 
issue with him when he says that the men turned out at present 
are unable to give us a fairly good clinical picture. I feel sure 
that they can, and I feel sure that this relying on a sphygmo- 
manometer, or any other apparatus that gives a record more or 
less mechanical, is a source of weakness. I believe in getting 
help in any direction we can, and I should like to share in Dr. 
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Rogers’ optimism that he has found an instrument that will 
determine, or help to determine the pre-albuminuric stage of 
the kidney, or the pre-rupture of a vessel in the cerebrum. 
I should like to think that. From my clinical experience and 
from what I have seen, I think it is a combination, and no one 
instrument, that will tell us the story. As Dr. Martin’s 
paper points out, it would be a good thing sometimes if we 
had not the stethoscope. It is the man that can estimate the 
state of the cardiac walls as to their degeneration and their 
capacity for work that is going to help us. The presence of a 
murmur sometimes has little or no significance. At other 
times it is of the greatest use in putting us on the track and 
finding out the exact condition. It is the man behind the gun 
who is able to follow the pointer given that will be able to put 
his Medical Director wise as to the situation. In our own 
Company, wherever we have a cardiac case submitted, if we 
think it is one of real degeneration, we insist that an oppor- 
tunity should be given either to my colleague or myself, to 
examine, or we put it into the hands of a capable man in the 
nearest large centre for his opinion, and on this we base our 
judgment of whether the risk is a desirable one for the Com- 
pany. That the sphygmomanometer would be useful in this, 
I am quite sure, and I congratulate Dr. Fisher when he says 
that he can get all the Medical Examiners in his Company to 
own and use a sphygmomanometer. I note in the experience 
of some hospitals they find that even resident physicians at 
first cannot use the sphygmomanometer with great accuracy. 
Even a first-class trained nurse and the hospital physician 
between them cannot always get accurate readings. This 
may have been due in a measure in the past to the instru- 
ments, but if we are going to get, as it seems likely we are to 
get now, a simple instrument and an economical instrument, 
I am delighted to hear it. This will allow information being 
gathered, not only from men in a few large centres but covering 
more or less all our Examiners. I fear that the time has 
hardly yet arrived. 

Dr. Fisher—I do not say that we should not examine the 














Discussion 417 


heart, kidneys and other organs in the body with as much 
precision as possible, but I do say, and I think it cannot be 
denied, that the statistics which I have produced here to-day 
show that we are getting blood-pressure readings and that we 
are getting results every day—and I have tried to avoid in 
every way all theory and simply present to you blood-pressure 
readings on almost fourteen thousand cases taken by doctors 
in something like five hundred different localities. Now, 
when we come to discuss my paper, I will have something to 
say in regard to what I consider as high pressures. I just 
want to call attention to the fact that the doctor is laying too 
much stress on the results we get from the blood-pressure 
reading. It is only an aid in arriving at a diagnosis. 

Dr. Edward K. Root—The two papers which we are discuss- 
ing I think are liable to mislead some of our members in 
expecting either too much or too little from the average 
insurance Examiner. Dr. Martin’s paper was really far over 
the head of the average Medical Director, not to say the 
average Medical Examiner, because he has gone into the 
depths of modern cardiac pathology, and alluded to conditions, 
functional and organic, that not a dozen men in this country 
and Europe are capable of solving and even they only with the 
aid of the polygraph, the electric sphygmograph, and other 
modern appliances only available in large centres. Neverthe- 
less, i think we can fairly claim that the Examiner in the field, 
while perhaps somewhat of a laggard, is still progressing. All 
of us who have been in life underwriting for fifteen or twenty 
years, will realize readily enough the confidence we feel in 
reports that we get from the field on certain technical topics 
that years ago we were perfectly well aware were guess work. 

Now take the simple question of cardiac murmurs—simple 
I mean initsessence. Most of us have been brought up on the 
theory, I think, that one or two or three attacks of inflamma- 
tory rheumatism were fatal so far as the Life Insurance risk is 
concerned, because we were confident that the heart was left in 
a damaged condition. Most of us who have had more or less 
clinical experience and all of us who have had Life Insurance 
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experience, accept the view that inflammatory rheumatism is 
an infection that may or may not leave the heart impaired. 
It is perfectly true, as Dr. Martin has stated, that the dividing 
line between an organic and a functional murmur is a most 
difficult one to draw, but on the other hand while we cannot 
necessarily be precisianists, it seems to me that we can be 
practical, and I do not think there is any difficulty in drawing 
the line in many instances at least between a murmur which 
comes and goes and which has no actual significance, and a 
murmur which has. A good many years ago I recall reading a 
paper on the so-called cardio-vascular murmur, and in my 
experience in the field, the majority of good, practical, every- 
day men are perfectly capable, with a little coaching perhaps, 
of discriminating between murmurs which have no significance, 
and those that have significance—significance from a life 
insurance standpoint. Most of us, in our question blanks, go 
very briefly into the subject, and in fact it is almost impossible 
in the blank to do more than ask a few very elementary ques- 
tions; but where a doubt arises all of us are in the habit of 
corresponding, and I think that we can formulate some 
scheme of asking questions. For instance, my habit, when a 
murmur is reported in a young man, without any evidence of 
cardiac insufficiency, is to write the Examiner and ask him 
something to this effect: 

I. Please examine this man lying recumbent and perfectly 
relaxed, and then examine him sitting up. 

2. Examine him with the lungs fully inflated, with the 
lungs completely deflated, and the respiratory movement 
arrested practically at midway point. 

3. After noting the pulse and the cardiac murmur during 
complete relaxation, recumbent, examine him sitting up and 
leaning forward and after five minutes’ active exercise,— 
hopping on the floor, for example, running up-and-down stairs. 
Notice the difference, if any, in the character of the murmur. 

Now you will find practically that in many cases you will get 
an answer something to this effect: 

1. The murmur disappeared after exercise (first kind). 

















Discussion 419 


2. The murmur increases slightly after exercise (second 
kind). 

3. The murmur varies by posture and entirely disappears 
in certain positions (third kind). 

4. The murmur increases in intensity during various 
phases of the respiratory act—either during full expiration, or 
full inspiration, or midway (fourth kind)—and so on, as far 
as you will. 

Then of course comes the question whether any dyspneea is 
noticed on exertion, and particularly whether there is any 
enlargement of the liver. Any of you who stop and think will 
recall that it is impossible to have any cardiac lesion of any 
importance, that is as far as the circulatory condition is con- 
cerned, without some change in the size of the liver, which is 
practically very easily determined, except in the cases of very 
stout people. 

Then comes the question of blood pressure. Now I am 
fully in accord with Dr. Fisher in the great practical advantage 
we are going to obtain from extending this inquiry as widely as 
possible. Wecan theorize as to the cause of hyper-tension, or 
hypo-tension, if you fancy. As a matter of fact you will find 
that clinical and other experience will teach you that a pro- 
longed hyper-tension means trouble. They may die of kidney 
trouble, of cerebral hemorrhage, of locomotor ataxia, or of 
nothing you can detect, but they will die sooner or later, and 
the mortality is certainly far in advance of the average life. 
You can pretty nearly decide in your own mind that hyper- 
tension has no relation to pure cardiac disease but simply 
indicates the condition of the apparatus. You can either have 
cerebral arterial sclerosis alone, or you can have degenerative 
cardiac breakdown as a secondary stage and those cases will 
occasionally get by you, but not always. 

There is another point that is a very easy and practical test, 
viz., the response to exercise as regards blood pressure. It is 
a very easy test of cardiac resiliency if after five minutes, 
violent exercise you get a moderately increased blood pressure 
you have a sound heart muscle. If you get a drop, you can be 
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very suspicious that you are dealing with an inadequate 
muscle, possibly commencing degeneration. 

Now, the question as regards the average practitioner,— 
most of us have required for years the microscopic examination 
of the urine. How many of the practitioners in the field do 
you imagine are capable of making an accurate distinction 
between hyaline and granular and fatty casts, and if a man can 
be trusted to do that he might be trusted to handle Dr. 
Rogers’ instrument. The technique is perfectly simple, and 
with the fact borne in mind that the average practitioner 
nowadays wants to be a surgeon, the use of the blood-pressure 
apparatus is becoming more and more widely known, because 
the majority of modern surgeons utilize the blood-pressure 
observation. You will find that the average surgeon is well 
posted in this business, so far as the technique of the observa- 
tion is concerned, and I think you will have no difficulty in 
trusting the average field Examiner to make the observation 
and give you a reasonably accurate report of it. It is certainly 
a great thing in my judgment to have a simple, practical test 
that can be applied and reported to you in figures. Impressions 
are one thing, but figures, as a rule, are much more practical 
for our work. 

Dr. Wells—For the benefit of future discussions, I would 
like to ask Dr. Fisher how many readings he requires, and 
whether he thinks it safe to depend upon one reading alone. 

Dr. Fisher—I require just as many readings as I can have 
the applicant stand for, provided the blood pressure keeps 
high. If I get a reading with a high blood pressure and then 
several readings with a low blood pressure, that will make a 
difference in my action on the case. I never decline a case on 
one reading, if I can get more, but if I can get only one reading 
and that is high, that case is postponed until I have had 
further readings of the blood pressure. 

Dr. Porter—Dr. Root has unquestionably started in the 
right direction in this discussion. He has taken up practical 
points from the tremendous amount of material furnished in 
Dr. Martin’s paper and from the exhaustive report of Dr. 
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Fisher on the use of the sphygmomanometer, which can be 
utilized by us in giving instruction to our Examiners. Dr. 
Root touched for a moment upon the character and classifica- 
tion of the inconstant sounds or murmurs, and the conditions 
under which they are heard. The prime factor, practically, 
for the mass of field workers, is toobtain from theminformation 
which will enable us to decide whether the sound which they 
have heard is due to valvular defect or not. Going into finer 
refinements, as to the change in the heart wall, we go away 
beyond the ability of even many of the more expert students, 
and on this account it is of no practical value to us from a 
Life Insurance standpoint. The element of error will be so 
great that I believe we will lose fully as much as we will gain. 
The question is, is the sound which the Examiner reports as a 
murmur due to valvular defect or not? This is the important 
one practically. Now, how shall we instruct these field 
workers in this particular? You have the.various grades of 
acuteness of hearing to consider. A sound that is loud 
enough to be heard by many of our Examiners certainly must 
show a very decided obstruction in the vascular system some- 
where, or an abnormal sound resulting from such obstruction; 
and here we have a class of cases which are of importance. 
Getting to the finer refinements, where a man thinks he hears 
a faint sound which he reports as a murmur, the element of 
uncertainty is so great that it could almost be classed with the 
other type of which I have spoken, due to changes in the 
myocardium. And here again we may lose as much good 
business as we would shut out of bad business, in their con- 
sideration, but we will have to draw the line somewhere, and 
we will have to make it a sound which is heard by the Examiner 
which he considers a heart murmur. We all know that there 
are a great many more cases which we observe in Life Insur- 
rance work of sounds which we, as expert Examiners, are 
thoroughly satisfied are not due to valvular defect, than we 
had any idea of, in our medical school days, in our hospital 
days, or in the early days of our general practice or teaching. 
How are we going to determine, or rather, how are we going 
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to instruct our Examiners to determine which of these sounds 
are due to valvular defect, and which to other sounds? Itisa 
difficult problem, and there is going to be a big element of 
error, but I think we can lay down a broad, general ruling 
which will do to start with in giving our instructions. It has 
been my practice to instruct the Examiners that they should 
definitely ascertain whether the sound considered by them to 
be a murmur is heard constantly throughout all phases of 
respiration and in either the standing or the recumbent 
posture. If the heart murmur considered as such by them is 
heard at forced inspiration, normal breathing, forced expira- 
tion, is heard in standing posture, is heard in recumbent 
posture, or after violent exercise,—I believe we are fair in 
assuming that it is due to a valvular defect. Some claim 
that hemic murmurs are heard constantly, and there is no 
doubt about them. They may be right. From a Life In- 
surance standpoint, we can put that class of cases for the 
general Examiner almost in the same category that we would 
our sounds produced by myocardial changes and the very 
faint murmurs, provided upon inspection there are no evi- 
dences of anemia or other blood change. Excluding the 
hemic class, if a definite sound is heard constantly at all 
phases of respiration and in the various postures, and under 
exertion, we may consider it as due to some valvular defect. 
If on the other hand, at a certain phase of respiration, either 
full inspiration, or forced expiration, the murmur entirely 
disappears and yet the heart sound can be clearly heard, it is 
fair to assume that it is not due to a valvular defect. I think 
we should impress upon the Examiners, however, the second 
point, and that is that the heart sounds are still distinctly 
heard, notwithstanding the fact that the murmur has dis- 
appeared. Otherwise there is a source of error, particularly in 
cases with a very thick chest wall or those with an exceptional 
respiratory capacity, where both the murmur and the sound 
will disappear, and the case might then be classed as from 
some other cause than valvular, thus putting a bad case upon 
our books. 
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Posture is a very important factor, but unfortunately in my 
observation, and I think in the observation of a good many, 
not a constant one or a consistent one. There are some 
murmurs that are heard more distinctly in the reclining 
posture than in the standing, and vice versa. Why this 
should be is hard to explain. 

Referring to the sphygmomanometer, I was much pleased 
to have Dr. Rogers take the stand which he did, because I 
remember two years ago, that when I ventured to state that 
from five to ten points’ difference could frequently be noted 
between two observers, it was questioned. As a matter of 
fact, even a greater difference is occasionally noted. 

We all agree that there can be no question as to the immense 
value of the sphygmomanometer but we must allow plenty of 
latitude and not draw our lines too fine in border line cases. 

Dr. Harry Toulmin—If you assume, as I am willing to 
assume, that an individual with high blood pressure is a 
substandard risk, assume also that you cannot determine 
whether an individual has high blood pressure by the old 
method, of the use of the finger, then I think we must conclude 
that the sphygmomanometer is of practical value. A year 
or two years ago, I stated that in our own Company it had 
not been put as yet to practical every-day use, because it was 
still in an experimental stage, and I cited a conversation 
which I had had that day with three Medical Directors on the 
subject of the maximum blood pressure. One of them said— 
“We will take up to 150”; the second one said—‘“‘ We will take 
up to 160”’; and the third one said—‘“ We will take up to 170.” 
And of course it makes one feel that when there is such a wide 
difference of opinion the instrument is still in an experimental 
stage, but with work such as Dr. Fisher has done, we will 
certainly be able to determine whether 140, 150 or 160 is the 
maximum which we should accept. Just as the accident to a 
train, or the breaking of a dam makes little impression on us, 
while an automobile accident in which the dear friend or 
relative is killed comes clearly to our minds, so one special 
case will often make an impression such as a dozen papers may 











424 Twenty-Second Annual Meeting 


not make. And for your benefit, I will cite one instance bear- 
ing out Dr. Fisher’s conclusions, where we were the sufferers. 

The applicant was examined at the same time by the North- 
western Examiner and by the Penn Mutual Examiner. Our 
paper was absolutely clean, there was not a point to be criti- 
cised. We did not take the blood pressure. We believe in 
pushing things along rapidly when we once approve a risk and 
the policy was in the hands of the agent the next day and 
delivered to the applicant inside of twenty-four hours. Four 
days later we got the M. I. B. of high blood pressure. We knew 
that Dr. Fisher’s Company had examined the man at the same 
time, from our papers, and we telegraphed to have the policy 
held. It was too late. A letter from Dr. Fisher gave the 
details of the blood pressure reading of 180 on two occasions. 
There was nothing to do but say—‘“‘File M.I. B.,”” and hope 
for the best. The ‘‘best”’ was the death of the applicant in 
three months from apoplexy. And as I say, when you have 
such an experience as that it comes home to you, and I feel 
quite sure that before many months, the Penn Mutual will 
have some definite rules regarding the use of the sphygmo- 
manometer,—at least in a certain class of cases. 

Dr. Symonds—I think that both papers have been most 
excellent and Dr. Fisher’s particularly has shown us lines 
along which we must work. Dr. Martin’s paper was more of 
a clinical than a Life Insurance paper, but was very thorough 
indeed, and Dr. Rogers’ sphygmomanometer is a gem for work. 

Dr. Martin—I would like to explain, Mr. Chairman, the two 
main objects I had in bringing a paper of this kind before this 
Association. The first was in response to a request from my 
very kind old friend and former teacher, Dr. Wilkins, to read a 
paper for this occasion; the second was to read a paper which 
would be productive of discussion and perhaps of interest 
because the question at issue is so great. The first is obvious, 
and the second is equally obvious inasmuch as it has produced 
a great deal of discussion. 

I may say that the very kind way in which the paper has 
been received is very much appreciated, but let me say,too, Mr. 
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Chairman, that while I made a preamble to the effect that my 
experience in Life Insurance was very limited, I hoped at the 
same time that we would be able more closely to bring together 
the two features which I think are of importance for Life 
Insurance purposes, and that is to correlate more closely the 
business standpoint and what has been called the academic 
standpoint. Now of course if one has to accept the statement 
that Dr. Wells has made in regard to his field Examiners, then 
of course the whole subject of examinations is more or less 
hopeless. I would say, make no examinations at all and trust 
to God. If on the other hand, the statements of a field 
Examiner are worth a little, or at all events, that is to say, if 
he detects a murmur, then one may ask that Examiner a few 
reasonable questions as to whether the heart is hypertrophied, 
as to whether the murmur has certain characteristics, etc. We 
will then get more definite information and may be able to 
accept a great many more risks which would otherwise be 
rejected. Now, as I have said in my paper, I am thoroughly 
backed in my statements by such men as Thayer, Sir Andrew 
Clarke and Dr. James McKenzie,—that people with murmurs 
will live a very long time. I was very much interested in Dr. 
Rogers’ remarks and equally interested in his very interesting 
and very ingenious device for taking the blood pressure— 
quite the most ingenious of its kind that is being shown to the 
public, as far as I know. Dr. Rogers spoke, however, about 
high blood-pressure cases not being standard risks. Nobody 
thinks they are standard risks, but there are many cases of 
high blood pressure that might be given short term policies, 
because there is reason to believe they will live a certain 
length of time because of absence of other signs. Of course 
they are not standard risks. If aman has a blood pressure of 
180, he is impaired as a risk; but I do mean that those indi- 
viduals may receive under certain conditions, short term 
policies. 

I want to say also, Mr. Chairman, in regard to the question 
of taking the blood pressure, the systolic blood pressure is not 
an indication at all of the peripheral resistance. Every 
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physiologist knows that the systolic blood pressure is only an 
indication of intra-ventricular pressure, and if you want to 
know what the peripheral pressure is, you will have to take 
the diastolic pressure. Further, the taking of one systolic 
blood pressure is quite a useless record. Time and again we 
have seen patients giving a systolic blood pressure of 180 at 
different times, and under other conditions those same patients 
give a normal blood pressure, and if one wants to accept 180 
as a serious menace, one must make careful record of more 
than two or three examinations. Then too, we see very often 
patients with a very high blood pressure who under a rest or 
change in the country, will have that blood pressure lowered, 
ten or twenty to thirty or forty degrees, according to the kind 
and the causes which originated that blood pressure. Dr. 
Rogers’ new machine, as he himself explains, has a great many 
features which are improvements on the old—on all former 
machines—which indicates that he admits the inaccuracies of 
former machines. But in every blood-pressure machine the 
personal equation—that is the feeling of the pulse and the 
indication of the blood pressure by the feeling of the finger is 
an inaccuracy which is capable of very wide variations. In 
the hospital we have had observations made in the wards at 
different times by different men. For a time one of my house 
physicians who was rather lazy gave over the work to one of 
the superior nurses in the ward, and her readings were taken 
from time to time, and there were variations from 180 to 130, 
for example, on succeeding days. Noticing these things, I 
made the observations myself to control what the nurses were 
doing and I found that the nurses’ observations were extremely 
different from my own. This is to illustrate that the personal 
equation is a very important factor. The new machines which 
are made, for instance, in Paris and in Germany and some in 
England, have as one of the bases of their mechanism the 
taking of the pulse as well as the pressure on the same machine 
—that is, they have two dials, one indicating the systolic 
pressure, the other indicating the beating of the pulse. When 
the pulse stops, the indicator stops. There you have a 
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mechanical device that is an accurate means of estimating the 
blood pressure and the stopping of the pulse which is a very 
important thing. Those machines eliminate the personal 
equation and any record that is taken from a machine of that 
kind is beyond the question of technical inaccuracies, but the 
other machines will of course give a very clear idea of what 
the systolic pressure is. 

Some question was raised as to the cases admitted to the 
hospital being all sick. But in those 5000 medical conditions 
36% had murmurs. I think that is a very large percentage of 
people having murmurs, whether they are ill or not. Dr. 
Thayer’s results, in which he found eighteen out of thirty- 
three robust schoolboys with murmurs shows the very great 
frequency of murmurs, and my intention was to help the In- 
surance Companies to do business by pointing out our ability 
to accept a great many of these cases which will bring a 
reasonable income to the Company. 

Then there is another very important point in connection 
with what Dr. Porter said. I think Dr. Porter and Dr. Root 
have struck at the essential features concerning this whole 
discussion, and that is, in the first place, to lead the Examiner, 
if possible, to better means of examination, and give ourselves 
a better idea of what their examinations mean.—Issue blank 
forms—heart forms so called—in those cases that have mur- 
murs, so that they can examine all these points and when their 
reports come back to the Director he will be in a position to 
determine much better than he would otherwise the merits of 
the case. The large majority of patients with cardiac mur- 
murs never die of heart failure at all. It is a well-recognized 
clinical fact, that out of one thousand persons who die of 
heart murmurs, certainly not 50% die of heart failure, because 
many of these murmurs are harmless and even in those which 
are organic, the patient dies of other things because it is 
known that the majority of cases of heart murmur do not die 
of heart failure. 

Such cases as Dr. Toulmin mentioned do strike everybody. 
I thought we would hear a pin drop on the carpet when he 
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closed his tale of that disastrous case in which Dr. Fisher’s 
Company had the advantage of the other Company. But 
that is the exception. If there is nothing else there, a blood 
pressure of 180 should not lead to a fatal disease from that 
feature alone. Another point is, that whoever examined that 
man did not bring out all the necessary facts to be certain 
that the applicant had a clean record. Dr. Wells said— 
“Your paper may be all right, Martin, but we cannot rely on 
our people telling us the truth.” I would like to know whether 
the Examiner in the case in which Drs. Fisher and Toulmin 
were interested did tell the truth. If he did, then it is a 
remarkably rare case. If he did not, then of course in any 
case the value of the use of the sphygmomanometer is not very 
great. 

Dr. Fisher’s statistics are very interesting and I think they 
do give us a lot of very valuable information. I think, how- 
ever, they would be still more valuable if the observations 
could be conducted by Examiners who are skilled in the work. 
Employ skilled Examiners and have machines used that are 
sure to give very accurate results, and we will undoubtedly get 
still more valuable results. 

I must take exception to what Dr. Root says about my 
paper being over the head of the Association here. I know 
better, and so far as the mention of the polygraph or the 
electric sphygmograph is concerned, there is nothing in my 
paper to suggest any necessity for that. 

One other point, I do not quite know whether Dr. Root, in 
talking about microscopic examinations of the urine meant to 
say that his Examiners were or were not able to tell true casts 
or not, but I would like to say that in a recent post-graduate 
course which we were giving, where the majority of men were 
Doctors who live across the line, they came to me and said— 
‘Look here, a lot of us are Life Insurance Examiners, and we 
would like to know what casts look like!”’ 

Dr. Frank Wells—I should be very sorry to have it spread 
upon the records of this meeting that I lacked confidence in 
my Examiners. I have every confidence in them, otherwise 
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I would not have appointed them. They are the best men I 
can find, but I am likewise conscious of their limitations. 

Dr. Wilkins—Before calling on Dr. Fisher, I would like to 
state that the Company I represent takes cases of heart 
murmur but of course with a heavy lien. Our practice is to 
take these on a Fifteen Year Endowment with a lien of about 
six hundred dollars per thousand, for about ten or twelve 
years. Some twoeor three months ago, I asked the Actuary 
what his experience was with regard to these cases and he told 
me that it was very poor, that the mortality was more than 
twice what it should be, and that the risks were bad risks, as a 
rule. 

Dr. Fisher—I would like to ask Dr. Martin how he can 
explain the mortality on 366 cases in Table IX where the 
application was received without any other impairment—a 
mortality of more than three times that of the Company in the 
same period—cases that we would have taken had it not been 
for the blood-pressure reading. I think that the Doctor has 
laid too much stress on the difficulty in taking an accurate 
blood-pressure reading. We have had considerable experience 
in that with our Examiners. Just compare Table V with 
Table IX. There were 525 cases that were accepted. Now, . 
the Doctor has spoken about a high blood pressure one day 
and a normal blood pressure the next day. Out of that 525 
cases there were less than 60 that at any time had a blood 
pressure of over 150. You do not find it generally. There is 
not anything more easy to take. It is just as easy to take the 
blood pressure and get it accurately as it is to take the pulse. 
You find the pulse, you find the blood pressure. The way to 
take the blood pressure is to run your instrument up until the 
pulse disappears. You take the reading just as the pulse 
reappears. Now you do that two or three times,—it may vary 
five millimetres or so, but you take the average of those three 
or four readings at the same time and you call that the blood 
pressure. I do not know of anything we have that is going to 
aid us so much in Life Insurance business as this sphygmo- 
manometer. 
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Now you will see from these statistics, with a blood pressure 
of 150 you get a high mortality in two years. What we are 
going to get in five, six, eight and ten years I will tell you in 
that time if I am with you, because I am going to keep tab on 
these right along. Now, in regard to that point, Dr. Janeway, 
a man who has done more in taking blood pressure than any 
other man in this country and who never examined a patient 
without taking the blood pressure, in over 200 consecutive 
blood-pressure observations, Janeway saw 145 mm. Hg. 
exceeded only once or twice except where cause for hyper- 
tension existed. In routine examination of many hundreds 
of cases he never saw a pressure above 160 mm. Hg. ina 
normal person, seldom one above 140 mm. Hg. (wide arm- 
piece). He regards with suspicion any pressure over 145 mm. 
Hg. His later statement—March, 1911—is—‘‘a blood pressure 
of more than 145 mm. Hg. before middle life or of more than 
160 mm. Hg. after, must be considered abnormal.’’ And let 
me tell you, Dr. Janeway could bring that 160 down to I50. 

Now I want to say one word about the arm-piece. You 
will notice in these statistics that we have an arm-piece 434 
inches, in width. Now I think we ought to pass a resolution 
that those who are going to require the blood pressure should 
require their Examiners, where it is possible, to use a uniform 
cuff. It is very easy of course to reduce this to the width of 
12 cms., just as we did in our work here. The way we do at 
our office is when we find that an Examiner of the Company 
has a blood-pressure machine, we have him inform us what 
machine it is and the width of the cuff. That is recorded on 
his card, so that we may know at all times, unless he changes, 
and then he is expected to inform us, that he has changed the 
width of his cuff. In my estimation, the only instrument of 
value is a mercury column. You take the spring machines, 
and if you check them up frequently with the mercury column, 
they are all right. We have used the Janeway in our office 
for over six years. You speak about the rubber giving out,— 
that machine has the same arm-piece, the same bulb, the same 
connections that it had six years ago, and it is just as good 
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to-day as it was at that time. We also use the Tycos and the 
Tycos is all right. I was presented with a new one by the 
Tycos people because they changed the scale on the dial. If 
it is checked up, it will work all right, but where you use it in 
high pressures, it is liable to get out of order and all that 
is necessary is to check it up with some mercury column 
instrument. 

Now I hope to report on these cases each year, and I hope 
that you will realize what we are doing in these cases. It is 
rather difficult to keep tab on all of them, but we rely to a great 
extent on your Companies complying with the rules of this 
Association and furnishing the Library Bureau with the 
causes of death of your assured. In that way, we get at the 
causes of death in these high blood pressure cases. 

Now you may be interested in knowing what the average 
blood pressure was in these cases recorded in Table X, at the 
time we accepted them. Seven of them were accepted under 
age 40, with a blood pressure average of 153; from 40-45, an 
average of 152; from 50-54, 153; from 55 to 60, 153. Do not 
be misled in thinking that a younger person is going to have a 
lower or higher pressure than an older person. Where you 
find a high pressure, you are just as liable to find it in a person 
at age 40, as above age 40, and you take the cases of the 722 
that we declined,—the average was of course higher. That 
was what led us to decline those cases—on account of the high 
blood pressure. There were 23 of these under age 40, with an 
average blood pressure of 157 to 158; from 40 to 45, 166; from 
45 to 50, 173; from 50 to 55, 171; from 55 to 60, 171. 

I have here a paper that was delivered by Dr. Richard C. 
Cabot, of Boston, at our State Medical Association meeting, 
last spring, and the Doctor simply gave a talk on Diagnosis. 
I want to read just an extract of what he said in regard to the 
use of the sphygmomanometer: 

“The next procedure, following my personal routine, is 
the examination of blood pressure. That leads me to say 
something about the value of blood pressure in physical 
diagnosis. If I were allowed to have only two instruments 
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of precision, for my aid in physical diagnosis, they would be 
the stethoscope and the blood-pressure machine. I have 
been saved from wrong diagnoses and put on the track of 
right ones more often by that machine, than anything else 
I know of, except the stethoscope. And I am speauing now, 
as I spoke all along, by the check of the autopsy. I regard 
the measurement of blood pressure as the most important 
of all the resources that have been added to our armamen- 
tarium as physicians, in the last fifteen years. The measure- 
ment of blood pressure, when you are familiar with the 
method, can be made in a minute and a half, perfectly well. 
The instruments are rather bulky, i.e., the only accurate 
instruments are bulky. The little machines which are 
widely advertised as being very portable are splendid for 
the first few months, but if you do many high pressures on 
them, like any other aneroid instrument, they give out. The 
only reliable machines are those that have a column of 
mercury, which is a bother to carry round, but is necessary. 
I could talk all the afternoon on the subject of blood pres- 
sure, but I will confine myself to saying that it puts one 
right most often in relation to cardiac and renal disease. 
Patients, the examination of whose hearts does not show 
anything certainly characteristic of disease, have often been 
shown to me to be diseased, or proved later to be diseased, 
by the high blood pressure registered by the machine, 
pressure which my fingers are not always able to detect in 
feeling the pulse at the periphery. I do not any longer 
trust my fingers to be sure of a high tension pulse; I used to, 
but I have convinced myself that I cannot do it. On the 
other side, there are many irregular hearts which you finally 
believe to be merely functional in origin, and to have no 
immediate significance, because the blood pressure is 
normal. An irregular heart, plus a high blood pressure, is 
serious. The very same heart with low blood pressure may 
be of no great significance. 

“Then, calling your attention to the early diagnosis of 
kidney lesions, I see a good many cases of renal disease 
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entirely free from albuminuria or from casts, but with high 
blood pressure, which are shown later, post-mortem, to be 
renal disease. These cases could not have been suspected 
to be renal disease except by blood pressure. In other 
words, I regard the blood pressure measurement as of more 
importance than examination of the urine in chronic kidney 
trouble. Examination of the urine has again and again led 
me astray,—the measurement of blood pressure almost 
never.”’ 


I think, gentlemen, that there is a great deal of truth in that 
statement, and I hope to be able to present to you additional 
data in the future. 

One other thing I wish to state is, that in the 14,000 readings 
we have had in our Company, we have never paid one penny 
extra for those examinations. We are going to ask each 
Examiner to have an instrument in his possession, as we expect 
him to use it in his private practice, and then the use of the 
instrument will be compulsory in making examinations for 
our Company. 


Dr. Brandreth Symonds presented the following 
resolution: 


Whereas,—Bubonic Plague has persisted in California, in 
the neighborhood of San Francisco Bay, for over five years, 
and is slowly and apparently steadily spreading, in spite of the 
measures taken to eradicate it, and,— 

Whereas,—these measures are excellent in themselves, but 
are inadequate, owing to the small appropriation that has been 
allotted to this work by the State of California, and the 
United States, and,— 

Whereas,—the condition, owing to its persistence and steady 
spread, is a serious one for the United States in general,— 

RESOLVED,—that a Committee of three be appointed by the 
Chair, who will be authorized by the Association to use all 
proper measures to bring this matter before the Federal 
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Government, with a view to the thorough eradication of the 
disease within the confines of the United States. 


Dr. Symonds—This matter came to my attention on ac- 
count of the persistence of the plague out in California. 
There are not many human deaths from it. The plague is 
not necessarily a human disease and differs from Cholera in 
that respect, and it involves the lower animals, especially the 
rodents, so that in California we have had a persistent state 
of plague, with an occasional human death once a month, for 
over five years now. 


The resolution was passed unanimously and the 
Chair appointed Drs. Symonds, Root, Fisher and 
Beckett, as a Committee to look after the matter as 
provided in the resolution. 

The result of the ballot for nomination of officers 
was next read and posted. 

There being no further business, the meeting 
adjourned. 


SECOND DAY 


President George Wilkins in chair. Quorum 
present. 

The meeting proceeded with the voting for officers 
for the ensuing year. 

Dr. H. H. Schroeder presented a request in connec- 
tion with the editorial work which he has recently 
undertaken for the Medical Record that he be 
given the privilege of having the transactions of this 
Association published in the Medical Record. 

Motion was made and carried that this matter be 
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referred to the Executive Committee, with power to 
act. 


Mr. Wood, Actuary of the Sun Life, in presenting 
his paper, said: 


Mr. President and Gentlemen: In considering a subject 
for presentation to this body, I am of course conscious of 
the fact that Actuarial topics as a rule are inclined to be dry 
and uninteresting, even to bodies of Life Insurance men, so 
that I have endeavored to select a subject of as practical a 
nature as possible. 


Mr. Wood then read a paper entitled: 


SOME SUGGESTIONS REGARDING THE MEANS OF 
DETECTING ADVERSE SELECTION 


By Artuur B. Woop. 


Of the various factors on which the success of a Life Assur- 
ance depends, none can be regarded as of more vital conse- 
quence than the care exercised in the selection of risks. That 
the mortality experienced should fall within that predicted 
by the table on which the premiums are based is of fundamen- 
tal importance. 

The usual standard mortality tables prescribed for valuation 
purposes and generally employed as the basis of premium 
calculations are derived from the past experience of assured 
lives accepted at ordinary rates, and can therefore be relied 
upon as safe guides for the future, provided that reasonable 
care be exercised in the selection of lives. As a matter of 
fact, owing to the gradual improvement which has taken place 
in recent years in the methods of medical selection and our 
constantly increasing knowledge of the mortality prevailing 
in various classes of lives, every well managed Company in 
these days succeeds in obtaining an aggregate mortality 
considerably lower than the expected according to such 
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standards, or in other words a substantial profit from mortality 
is realized and is looked for as a mark of successful management. 
Consequently, to obtain a proper conception of a Company’s 
death rate, comparison should be made, not with the expected 
deaths by such a table as the American or the Hm, but by a 
standard ‘‘Select’’ mortality table, that is, one which shows 
the rates of mortality according to years of assurance, or, in 
other words, which makes allowance for the benefits expected 
to be derived from medical selection. In the present state of 
our knowledge the safety margin provided in the premium 
rates should be sufficient to safeguard the interests of any 
Company. Asa rule, the greater degree of leniency exercised 
by some Companies than by others in the acceptance of lives 
has the effect merely of somewhat reducing the amount of 
profit derived from mortality. 

Every medical referee naturally desires to obtain a low 
mortality rate for his Company and it is of course important 
that a normal profit from this source be maintained, especially 
in these days when competition is being directed so strongly 
along the lines of paying large dividends. At the same time 
he should not permit his anxiety to realize large profits from 
mortality to influence him to be unnecessarily severe in the 
rejection of applicants. He should bear in mind that an 
extremely low mortality is but one mark of successful manage- 
ment and that undue strictness may work against the Company 
through the dissatisfaction caused in the agency staff as well 
as in other ways. Then again, the duty of a Life Assurance 
Company towards the public should not be overlooked. To 
best justify its existence a Life Assurance Company should 
endeavor to extend the advantages of protection to all who 
can reasonably be granted assurance, even if a somewhat 
smaller profit for mortality be realized than would obtain if 
none but unquestionably gilt-edged lives were accepted. 
The medical referee should therefore aim at striking a happy 
medium and should endeavor to reject as few lives as pos- 
sible which are really deserving of assurance. The so-called 
border-line cases should be treated with as great a degree of 
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leniency as is consistent with safety and the maintaining of 
a reasonable amount of profit from mortality. The commend- 
able practice of devising plans for assuring lives that are 
clearly under the average should also be encouraged, for no 
class in a community is in greater need of the benefits of 
protection. The realization of this fact is to a large extent 
responsible for such undertakings as the Specialized Mortality 
Investigation of 1903 and the Medico-Actuarial Investigation 
now in course of preparation. The latter is without exception 
the most extensive work ever undertaken along these lines, 
and the information which it will supply should result in 
a wide extension of the benefits of life assurance. Many 
companies will probably see fit to make marked changes in 
their methods of selection, and the practice of assuring under- 
average lives should also become more common. 

But while in justice to the company, the agents, and the 
public, the medical referee should endeavor not to be un- 
necessarily severe, it is equally important for him to bear 
constantly in mind that if a risk be of a speculative nature it 
should be declined, no matter how good the physical examina- 
tion may appear to be. Experience teaches us that in spite 
of the most careful examination many lives find their way 
to the books of the company which, in the light of subsequent 
events, should never have been accepted on any terms. 
These are the lives involving the so-called moral hazard. If 
proper precautions be taken to eliminate all such undesirable 
cases the company’s mortality may be substantially improved 
without causing injustice toanyone. Iam satisfied that many 
companies could well afford to be more lenient with deserving 
cases if more pains were taken to guard against risks of a 
purely speculative character. As these lives manage to escape 
notice, in spite of the medical examination, other means of 
detecting them must be adopted, and the object of the present 
paper is to direct attention to some of the classes of lives in 
which the element of adverse selection is especially noticeable, 
and to certain characteristic features which serve as danger 
signals to place us on our guard. I am inclined to think that 
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some medical referees do not give to this phase of selec- 
tion the prominence it deserves, and I wish to emphasize 
the importance of paying as close attention to those other 
features as is given to the physical examination and family 
history. 

All insurance officials are fully alive to the value of the work 
performed by our medical departments. It is true that we 
Valueof | sometimes hear it said that selection by medical 
Medical men might be dispensed with, and occasionally 
Selection we meet with an agent who claims that he is quite 
as capable of judging of the eligibility of an applicant for 
insurance as the Medical Examiner. It is possible that under 
certain conditions and by adopting proper safeguards to elimi- 
nate the element of speculation, a fairly satisfactory mortality 
might be obtained without medical examination. For 
example, in the early days the British companies simply 
demanded a certificate of health and required the applicant 
to appear before the Board of Directors, when he was accepted 
or rejected according as they took a favorable view of his case, 
or otherwise. This practice was continued by the Amicable 
as late as the year 1855. Asa matter of interest and to illus- 
trate the effect of these early methods of selection, I have 
compared the experience of the Amicable prior to 1841 with 
the Institute of Actuaries Hm Table. The actual deaths were 
798 and the expected 815, giving a ratio of actual to expected 
of 98 per cent. The mortality, although much heavier than 
would be experienced under modern methods, was nevertheless 
satisfactory as compared with the premiums charged in those 
days. But we must remember that in those days the amount 
of business transacted was small and the field of operations 
limited in extent. Such methods would hardly be practicable 
under present day conditions. Still, the results achieved by 
the companies in the early days of life assurance impress upon 
us the effectiveness of the personal inspection on the part of 
the directors. A certain proportion of the lives would, un- 
doubtedly, have been rejected under a strict medical examina- 
tion, but on the other hand the personal inspection probably 
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was the means of eliminating most cases of a purely specula- 
tive nature. 

To illustrate the benefits derived from medical selection 
we need merely compare the rates of mortality in a body of 
recently selected lives with the corresponding rates in the 
general population. For example, according to the British 
Offices O (m) Table the rate of mortality at age 35 at entrance 
during the first policy year is but 3.61 per thousand as com- 
pared with 11.27 by the British Life Table No. 3 (males), 
a ratio of but 32%, and even in the tenth after acceptance it 
has risen to but 11.89 per thousand, while by the English 
No. 3 Table the rate is 14.86, the ratio being 80%. 

If further evidence were needed, an even more effective argu- 
ment might be based upon the after history of the rejected 
lives. Owing to the difficulty of keeping such lives under 
observation little information regarding them is obtainable, 
but an interesting paper appears in the Transactions of the 
Actuarial Society of America, vol. iii., p. 225, where Mr. 
Walter S. Nichols has compared the average death-rate 
amongst 13,042 lives declined by the Prudential Insurance 
Co. with the general death-rate of the company. The after 
history of the rejected lives was followed by means of prior 
existing policies on those lives. During the five years imme- 
diately following rejection 1440 deaths occurred among the 
declined lives, while according to the average general death- 
rate of the company during the same period there would not 
have been more than 443 deaths. Among the declined lives 
the death-rate was therefore 325% of the general death-rate 
of the company. Even in the six months immediately fol- 
lowing rejection, the death-rate was about 52.1 per thousand 
as compared with the company’s general death-rate of only 
17.7 per thousand. The author says, “The explanation of 
such an excessive mortality immediately following upon the 
rejection must probably be sought in the fraudulent efforts to 
select against the company by applicants who knew that 
their lives were uninsurable.’’ It would hardly seem fair, 
however, to assume that all such cases were fraudulent, for a 
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considerable number of the rejected applicants were probably 
ignorant of the impairment discovered by the medical referee. 
The high death-rate among the rejected lives is, therefore, 
a forceful illustration of the value of the medical examination. 
The contract of life assurance is based on the assumption 
that the applicant shall observe the utmost degree of good 
Good Faith faith and shall state all matters within his knowl- 
Essential edge which may have a bearing upon the risk. 
This responsibility, however, is very lightly regarded by many 
applicants, as we all know, from experience; many persons 
apparently consider that their duty ends with presenting their 
own case in the most favorable light, leaving the company 
to discover the unfavorable features, if any, as best they can. 
The desire to profit at someone else’s expense is so deeply 
ingrained in human nature that a life assurance company 
must be constantly on its guard against adverse selection. 
The common method of illustrating the power of self 
selection and its relative importance to medical selection is 
Powerof tO compare the mortality among annuitants with 
SelfSelec- the corresponding mortality in a body of assured 
tion lives, and again to contrast both with the death- 
rate according to a table derived from general population 
statistics. As an example, I give below the rates of mortality 
for age 35 at entry, according to years of assurance, by the 
British Offices Male Annuitant’s Table and the British Offices 
O (m) Table for assured lives. The corresponding rates by 
the English Life Table No. 3 are also given as representing 
the mortality in the general population. 
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RATE OF MORTALITY PER 1000. 











Annuitants Assured Lives 
: , General Pop- 
Policy | Attained Per cent of Per cent of Tiga 
Year. | Age. B. O. (am) Eng. No. 3. O.(m) Eng. No. 3. fue No. 3. 
I 35 3.81 34% | 3-61 32% 11.27 
2 36 5.08 44% 5-64 49% 11.56 
3 37 6.59 55% 6.55 557% 11.87 
4 38 8.12 66% 7.22 50% 12.21 
5 39 9.30 737% 7.85 62% 12.57 
10 44 11.38 76% 11.89 80% 14.86 
15 49 14.65 81% 114.65 81% 18.07 
20 54 19.38 83%  —|19.53 84% 23.36 























Among both annuitants and assured lives the mortality 
is permanently much lower than in the general population 
and is exceptionally low in the early years of assurance. 
Contrasting the mortality among annuitants with that of 
assured lives we see that the power of self selection exercised 
by annuitants in their own favor is fully as strong and may be 
even stronger than that of medical selection. As the self 
selection by annuitants is revealed in the light mortality during 
the early policy years, so also the adverse selection exercised 
against the company by applicants for insurance manifests 
itself in the experience of many classes of risks by an excessive 
death-rate, especially during the early policy years. When this 
feature is observed in any body of lives accepted as apparently 
first-class risks, it is evident that adverse selection has been 
more powerful than that exercised by the office. This point 
will be illustrated as I proceed. 

I would, however, first direct your attention to the question 
of insurable interest, for this is of fundamental importance in 
the selection of lives. The contrast of life assur- Insurable 
ance is designed to protect the beneficiary against Interest 
loss occasioned by the death of the assured, but it does not 
fall within the scope of the contract that persons without 
any interest in the event insured against should be permitted 
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to profit thereby. All risks in the nature of gambling trans- 
actions are invalid as being opposed to the spirit and purpose 
of the contract as well as against public policy. It is by no 
means an easy matter to define what will in all cases consti- 
tute an insurable interest, so as to take the contract out of 
the class of wagering policies; but to quote from May on 
Insurance, ‘“‘to have an insurable interest in the life of 
another, one must be a creditor or surety, or to be so related 
by ties of blood or marriage as to have a reasonable anticipa- 
tion of advantage from his life. Whenever there is such a 
relationship that the insurer has a legal claim on the insured 
for service or support, or when from the personal relations 
between them the former has a reasonable right to expect 
some pecuniary advantage from the continuance of the life of 
another, or to fear loss from his death, an insurable interest 
exists.’’ For example, every person has an insurable interest 
in his own life; a married woman in the life of her husband; 
a child in the life of a parent on whom he, or she, is dependent 
for support; a creditor in the life of his debtor; a partner in 
the life of a co-partner; and, generally speaking, any one person 
has an insurable interest in the life of another whose death 
would result in financial loss to him. On the other hand, 
under English law at least, a husband is not presumed to have 
an insurable interest in his wife’s life, and if he is dependent 
upon his wife for support, or is in receipt of an income which 
would cease at her death, an insurable interest clearly exists. 
Lack of insurable interest should of itself be regarded as a 
sufficient reason for rejecting a risk. 

To determine the question of insurable interest, truthful 
answers must be obtained to questions such as these: 

Who will actually benefit by the policy applied for? 

Will the beneficiary sustain any financial loss by the death 
of the assured? 

From what source are the premiums to be paid? 

If these enquiries reveal the fact that the assured’s death 
will not result in financial loss to the beneficiary, but on the 
contrary the assurance will be an actual source of profit, 
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the case should be declined as speculative. I wish here to 
lay particular stress upon the importance of ascertaining who 
really intends to pay the premiums. If they are to be paid 
by the beneficiary the risk is seldom one which the company 
should assume. 

The apparent existence of an insurable interest does not, 
however, always justify the acceptance of a risk. Although 
every person has a right to effect an insurance on his own life, 
if the intention is to assign the policy to a third party who has 
no insurable interest and who really intends to pay the pre- 
miums, the risk should be regarded as speculative. It is 
therefore important to inquire whether any assignment is 
being contemplated. 

A creditor undoubtedly has a legal right to insure the life 
of his debtor, but such policies as a class have been found to 
be unsatisfactory, particularly if the creditor is Creditors’ 
paying the premiums. It is not at all uncommon Policies 
for creditors to effect assurance upon the lives of their debtors, 
in cases where the recovery of the debt is considered hopeless. 
The existence of the debt is probably sufficient to constitute 
a legal interest in the life, although it is quite obvious that in 
such a case the creditor’s real interest must be in the death of 
his debtor. A person who under such circumstances is 
willing to risk the life assurance premiums in addition to an 
existing debt has probably some good reason for believing 
that his debtor will not live his allotted span. The point 
to be emphasized is, a strict legal interest may co-exist with 
a thoroughly speculative assurance. 

The objection to creditors’ policies does not apply to the 
same extent where the assured is personally paying the pre- 
miums, but it is often difficult, and frequently impossible, to 
obtain accurate knowledge of the real nature of the transaction. 
All such cases should therefore be regarded with suspicion, 
and subjected to a careful investigation. It should also be 
remembered that this class of lives consists chiefly of persons 
in financial difficulties, subject to severe mental and nervous 
strain, which is not conducive to longevity. 
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The relation of the amount of assurance applied for to 
the applicant’s financial condition furnishes a valuable clue 
Financial to the presence of adverse selection. Ifthe amount 
Condition appears unreasonably large, careful enquiries should 
be made to ascertain whether the applicant’s income justifies 
his assuring for suchalargesum. Ifa satisfactory explanation 
be not forthcoming, the case must be regarded with suspicion. 
Adverse selection under policies for large amounts is well 
illustrated by the experience of Class I. of the Specialized on 
policies of $20,000 or over on one application. The follow- 
ing synopsis of the results is exceedingly instructive: 


POLICIES OF $20,000 OR OVER. 


PERCENTAGE, ACTUAL DEATHS OF EXPECTED By ACTUARIAL SOCIETY 











STANDARD. 
Insurance Years. 
Age at Entry. 
i-5 6-30 I-30 
15-28 118.6 81.0 100.7 
29-42 105.1 103.4 104.2 
43-56 107.3 105.8 106.2 
57-70 130.7 120.6 125.4 
15-70 110.5 105.8 107.8 














The mortality as a whole is unsatisfactory, the total actual 
deaths exceeding the expected by 7.8 per cent. If, however, 
we examine the experience according to separate groups of 
entrants, and according to duration, we are warned where to 
be particularly on our guard in dealing with policies for large 
amounts. In the age group 15 to 28 at entry, the mortality 
for all durations combined was almost exactly normal, 100.6 
per cent. but the actual deaths during the first five years of 
assurance exceeded the expected by 18.6 per cent; after five 
years the mortality was favorable, being only 81 per cent 
of the expected. Although the number of lives contained in 
this group is not very large, I think we are nevertheless 
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justified in concluding that the heavy mortality during the 
first five years of assurance was due to the speculative risks 
which the companies did not succeed in eliminating. In the 
age groups 29 to 42 and 43 to 56, the principal ages at which 
assurances are taken out, there is no marked difference between 
the ratio of the actual to the expected deaths during the first 
five years and thereafter, but the mortality was somewhat 
above the normal throughout. When, however, we come to 
the old lives aged 57 to 70 at entrance, we find a ratio of actual 
to expected of 130.7 during the first five years, and 120.6 per 
cent thereafter. The mortality in this group of entrants 
was excessive throughout the whole duration of the policies, 
but was considerably heavier during the first five years of 
assurance than subsequently. It is evident that many lives 
of a speculative character succeeded in obtaining assurance 
in spite of the most careful medical examination. These 
results impress upon us the necessity for exercising unusual 
care with every application for a large amount, but we are 
particularly warned to be on our guard if the applicant be 
either very young or advanced in years. Not merely is it 
necessary to examine with more than usual scrutiny the 
physical qualities of such risks, but it is of even greater impor- 
tance to ascertain in each case whether there is a valid reason 
for the insurance. Does the object for which the assurance 
is being taken out commend itself to our judgment? And is 
the applicant personally able to pay the premiums without 
assistance from any other source? 

In considering the relation between the amount applied 
for and the applicant’s financial condition, account must also 
be taken of any existing assurance. A considerable amount 
of assurance recently taken out should arouse our suspicions, 
but a large amount of existing assurance taken out at inter- 
vals, extending over a number of years, is a favorable indi- 
cation. 

Applications for further assurance shortly after the issue 
of a policy for a moderate amount should also be carefully 
investigated. Instances are known where the first application 
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has been submitted merely as a test case, and being for a small 
amount has been accepted without hesitation, whereas if the 
larger sum had been applied for originally, the company’s 
suspicions would have been aroused. It is also important 
to enquire whether any application is being made at the same 
time to any other company. 

The important bearing of ‘the age at entry on adverse 
selection is observed not only in connection with policies 
Age at for large amounts, but also in the general experience 
Entry of most companies. Adverse selection appears to 
be constantly at work both at the young and at the advanced 
ages. Most published experiences exhibit a heavy death-rate 
amongst persons entering at the young ages, 15 to 25. I do 
not propose to quote any more figures than are necessary for 
the purpose of illustration, but will merely take as an example 
the Institute of Actuaries’ experience (Hm), on lives entering 
at ages 15 to 25. The actual deaths in this group were 1631 
as compared with 1410 expected by the Hm table itself, the 
ratio of actual to expected deaths thus being 116%. The 
mortality was excessive both during the first five years of 
assurance and thereafter. The same feature is observed to 
an even more marked degree in the Thirty American Officers’ 
experience, as well as in that of many individual companies. 
It is evident that we must be unusually careful at the young 
ages. Defects in the personal or family records of these 
young applicants should be regarded as of much more serious 
consequence than in the case of persons more advanced in 
age, and special attention should be paid to the object for 
which the assurance is being taken. 

On lives entering at the advanced ages, some companies 
have had a very satisfactory experience, while, on the other 
hand, many instances can be cited in which these old entrants 
have proved very unprofitable. The experience of the Equit- 
able Life Assurance Society on lives entering at ages over 60 
is given by Mr. Hann in the Transactions of the Actuarial 
Society of America, vol. vi., p. 54, the actual deaths being 
compared with the expected by the American experience 
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table, and in the discussion of the same paper appear the 
corresponding figures for the Connecticut Mutual Life and 
the Mutual Benefit Life combined. The percentages of 
actual to expected deaths are as follows: 


AGES OVER 60 AT ENTRY. 


PERCENTAGE ACTUAL OF EXPECTED DEATHS BY AMERICAN TABLE. 











Years of Assurance. Equitable. a 
I- 5 97-25 67.94 
6-10 98.75 76.93 
Ir and over, 03-44 94.05 
Total, 96.87 78.98 











The difference in these experiences is very marked. During 
the first five years of assurance the ratio of actual to expected 
deaths was 97.25% in the first mentioned company, while 
in the other two it was only 67.94% or allowing for the benefits 
of selection, merely normal. The ratio is also much heavier 
during the years of assurance 6 to 10 in the first company 
than in the other two. Mr. Hann remarks: ‘‘ Medical selection 
is evidently at its worst in dealing with proponents for assur- 
ance at advanced ages. The most careful attention should be 
paid to their family history, habits, financial standing, and 
general environments. Where there is any doubt on any 
material point, our motto should be ‘ Decline.’” 

I would add that the importance of ascertaining the real 
motives prompting the assurance cannot be too strongly 
emphasized. Careful enquiry should be made to determine 
whether there is a legitimate reason for the assurance; and 
also the source from which the premiums are to be paid. If, 
for example, the beneficiary be a grown-up son or daughter, 
and the premiums are to be paid by the beneficiary, the risk 
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should be treated as speculative, and should be declined for 
this reason if for no other. 

Some companies take the position that all risks over 60 years 
of age should be rejected. This is undoubtedly a safe course, 
but would appear to be entirely too drastic. Many men at 
these advanced ages have persons dependent upon them who 
really need the protection of a life insurance policy, and if 
proper safeguards are adopted to insure the acceptance only 
of these cases where a real need for the assurance is shown to 
exist, all others being declined, I am satisfied that a favorable 
mortality can be obtained in this class. 

Investigations of the mortality under different plans of 
assurance have proven that we may always look for adverse 
Plan of selection under cheap forms of policy. The 
Assurance mortality appears to vary inversely with the pre- 
mium. The most striking illustration of this point is found 
in the British Offices experience 1863-1893. In the Tran- 
sactions of the Actuarial Society of America, vol. vii., p. 117, 
Mr. Arthur Hunter has compared that experience with an 
Assumed American Standard, which can be regarded as con- 
forming approximately to the experience of the average 
company on this continent. The following ratios of actual 
to expected deaths by the Assumed Standard are exceedingly 
instructive. 


BRITISH OFFICES EXPERIENCE, BY PLAN OF ASSURANCE. 


Ratio OF ACTUAL TO EXPECTED DEATHS. 





Insurance Years. 








Class of Insurance I-5 All Years Combined 
Term Assurances, 131% 123% 
Whole Life, without Profits, 139% 127% 
Whole Life, with Profits, 98% 110% 
Limited Payment Life Policy 71% 76% 
Endowment Assurances, 70% 81% 
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Adverse selection is clearly indicated by the heavy mortality 
under the term and Whole Life, Non-participating plans, the 
ratio of actual to expected in each of these classes being con- 
siderably higher during the first five years of assurance than 
for all years combined. On the other hand, under the higher- 
priced policies, such as the Limited Payment Life and Endow- 
ment Assurance plans, an exceedingly low rate of mortality 
was experienced both during the first five years, and subse- 
quently. It is but natural that persons who have little 
confidence in their prospects of longevity should desire to 
get the maximum amount of protection for the least money. 
They therefore select the cheaper forms of policy. Conse- 
quently, such applications should be criticised with unusual 
care, and we should look with suspicion upon even minor 
defects which, in the case of the investment form of policies, 
might be regarded as of practically no importance. 

The practice of insuring female lives has increased rapidly 
in recent years with the entering of women into various 
business pursuits. There is undoubtedly a legiti- Lives 
mate field for assurance among women, but at Female 
the same time there is probably no class of lives in which the 
risk of adverse selection is more prominent. The mortality 
among female lives furnishes a most interesting field for study. 
According to general population statistics, the mortality 
among females is on the whole even lighter than among males, 
and in some tables is slightly lower even between the ages of 
20 and 45. If, however, the statistics be divided into single 
and married persons, respectively, it will be found that among 
single females the rate of mortality is somewhat lower than 
among single males, while among married females the death- 
rate for ages up to about 45 is considerably higher than among 
married males and is lower during the latter half of life. Turn- 
. ing to life companies statistics, we find that among female 
annuitants the mortality is very light, making it necessary 
to charge females higher rates for annuities at all ages than 
males. On the other hand, in most general experiences of 
female assured lives, the death-rate exceeds that of male 
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assured lives. The explanation is apparent. The great 
majority of those who purchase annuities are single women 
and all are self-selected lives who have every confidence in 
their prospects of longevity. The higher death-rate under 
female assured lives is probably due to the fact that the 
proportion of married women accepted is larger than exists 
in the general population, and that many of the female risks 
have been of a speculative character. The selection exercised 
against the Companies by female lives is powerfully shown 
by the experience of the British Offices. In Mr. Hunter’s 
paper, previously referred to, it is shown the mortality among 
women who were accepted on the Whole Life with profits 
plan was exceedingly heavy, especially during the first five 
years of assurance. The ratio of actual to expected deaths 
by the Assumed American Standard was 132% during the 
first five years, and only 114% for all years combined. The 
importance of the plan of assurance is seen by comparing with 
the above figures the mortality under female lives accepted 
by the British Offices on the endowment plan. The experience 
is not given by years of assurance, but only in the aggregate. 
However, I find that while the actual deaths were 303, the 
expected by the full American experience were 447, the ratio 
of actual to expected being only 67.7%. The mortality was 
evidently very favorable at all durations among women who 
insured on the endowment plan. 

A great diversity of practice exists among companies in 
dealing with female lives. Some accept them freely on the 
same terms as men. Others accept only certain classes and 
under special regulations, while others do not accept them at 
all. Whether a company’s experience will be favorable or 
unfavorable will depend entirely on the nature of the pre- 
cautions taken to weed out the undesirable lives. While 
the normal extra risk for married women during the child- 
bearing period can be covered by a moderate premium, it is 
practically impossible to fix an extra which will be a sufficient 
protection to cover speculative risks. The all-important point 
to determine is the real motive prompting the insurance. We 
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must satisfy ourselves that a legitimate reason for it exists. 
The importance of giving careful consideration to the question 
of the person who is to benefit by the assurance and the source 
from which the premiums are to be paid, is well illustrated by 
the experience of the New York Life as given by Mr. Hunter 
in his paper on ‘“‘ The Mortality among Women” (T.A.S.A., 
vol. xii., p. 446), from which the following extract is taken: 





Ratio of Actual to Expected Deaths 
Class. by a Progressive 
able. 





Married women with children, pre- 
miums paid of own income, chil- 
dren beneficiaries. 90% 


Married women with children, husband 
paying premiums, husband bene- 
ficiary. 113% 


Married women, no children, husband 
paying premiums, husband bene- 
ficiary. 126% 








In the first class where there is a legitimate reason for 
the insurance the mortality was very favorable indeed, but 
in the other two classes where the husband was the beneficiary 
and paid the premiums it was decidedly unfavorable, especially 
where there were no children. 

Where the applicant is an unmarried woman earning her 
own livelihood, a valid reason for the insurance exists, and 
such business can safely be accepted on the same terms as 
apply to malelives. Ifthe applicant be a married woman, and 
an insurable interest is shown, the risk can be regarded as 
acceptable, at least with a small extra premium to cover the 
risk during the child-bearing period, but policies on the lives 
of married women, payable to their husbands, should be 
rejected, unless it is proven to the satisfaction of the company 
that the husband has an insurable interest in her life, and 
would actually suffer financial loss by her death. 
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Other undesirable classes of female lives are young women 
dependent on others for support, and applying for cheap forms 
of policy, and also elderly women assuring in favor of grown- 
up sons or daughters. If a company exercises wise discretion 
in selecting female lives and adopts regulations restricting 
the business to those classes in connection with which a valid 
reason for the insurance is proven, or to investment forms of 
policies, a very satisfactory experience should result. 

In certain occupations the risk due to adverse selection is 
especially noticeable. Persons whose occupation brings them 
in contact with vice, such as saloon keepers and 
gamblers, are very undesirable risks, for however 
good such individuals may be physically they are constantly 
subject to influence unfavorable to health and habits. 

All investigations into the mortality amongst persons 
engaged in the liquor trade show a heavy death-rate and this 
is usually provided for by charging a suitable extra premium. 
The Specialized Mortality Investigation showed an excessive 
mortality even amongst the most favorable classes of persons 
engaged in such occupations. For instance, among wine or 
liquor sellers who warranted that they were abstainers, the 
ratio of actual to expected deaths was 106.6% during the 
first five years and 127.6% thereafter; and this class it must 
be remembered comprised only cases carefully selected by the 
companies, and accepted without extra premium. Although 
abstainers when first assured, many apparently developed bad 
habits subsequently. 

The necessity for charging an extra premium for persons 
engaged in the liquor trade is, of course, universally recognized, 
but the point which I desire to emphasize is that selection 
against the company is more to be feared in this class of 
lives than among persons following any of the ordinary occu- 
pations. No company can afford to accept risks of a specu- 
lative character, even with an extra premium. In most 
investigations of the mortality in the liquor trade the results 
are given in the aggregate only and therefore throw little 
light on the question of adverse selection, but in a paper 


Occupation 
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presented to the Fifth International Congress of Actuaries 
in 1906, Mr. J. Macdonald has given the experience of the 
Prudential Insurance Co. of London, England, among persons 
engaged in the liquor trade, under the Whole Life and Endow- 
ment Assurances respectively and according to years of assur- 
ance. The actual deaths are compared with the expected 
by the British Offices’ Om Table and the ratios are as follows: 


Ratio oF ACTUAL TO EXPECTED DEATHS BY Om TABLE. 








Plan. First 5 years. After 5 years. 
Whole Life, 249% 188% 
Endowment, 163% 185% 











Among those who insured on the whole life plan, the ratio 
of actual to expected deaths was 249% during the first five 
years, but only 188% thereafter. Under endowment assur- 
ances, on the other hand, the ratio was but 162% during the 
first five-year period and 185% thereafter. We naturally 
expect a heavy mortality among persons following these 
occupations, but the lesson to be drawn from statistics such 
as the above is that speculative risks are to be looked for 
among those who apply for cheap forms of policies. We have 
little to fear if the endowment plan be chosen, but such cases 
can, as a rule, be safely accepted with the ordinary extra to 
cover the occupation risk. 

There is also a special hazard attached to lack of intelli- 
gence. A man who cannot sign his name is hardly in a posi- 
tion to comprehend the full import of the questions asked in 
the application and medical reports, and cannot have a proper 
conception of the responsibility imposed upon him to act in 
perfectly good faith. As an illustration I would refer to the 
experience of the Specialized on Common Laborers. These 
were found to be very unprofitable risks, as the following 
synopsis shows: 








454 Twenty-Second Annual Meeting 


COMMON LABORERS. 


Ratio oF ACTUAL TO EXPECTED DEATHS BY ACTUARIAL SOCIETY STANDARD. 














Insurance Years. 
Ages at Entry. 

I-5. 6-30. I-30. 
15-28 113.2 82.0 98.3 
29-42 132.1 109.1 119.7 
43-56 172.9 129.7 145.6 
57-70 208.9 129.2 167.7 
Total 139.6 110.6 123.9 














Except among the young entrants the mortality was exceed- 
ingly heavy throughout. In each class of entrants it was 
much heavier during the first five years of assurance than 
afterwards, and the ratio of actual to expected deaths becomes 
greater the older the age at entry. That adverse selection 
is very powerful in this class of lives is clearly indicated by 
the heavy mortality, especially during the first five years of 
assurance. 

Other instances might be given, but the preceding examples 
are sufficient to illustrate the importance of the factor of 
occupation. 

The necessity of making a thorough investigation into 
the habits of an applicant where the case is of a suspicious 
Habits nature is so well understood by every medical 

referee that I need only to refer to it here. 

Another class of undesirable business consists of cases 
not actually canvassed by an agent of the Company but 
Business Which have come to him through some outside 
from Out- source. Ifan applicant voluntarily applies to have 
side Sources his life assured, his case is one which needs watching. 
Careful investigation will generally reveal something of a sus- 
picious nature. Business which is offered by agents of other 
companies is also doubtful, for usually these are cases which 
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the agent feels that for some reason or another his own Com- 
pany will not accept. 

The answer to the question in the agent’s report, ‘How 
long have you known the applicant?” often serves as a warn- 
ing to hold the case in abeyance until a thorough investigation 
has been made. 

Applications from persons residing in a locality where the 
Company is not established and actively soliciting business 
are also undesirable as a class. Some such cases are the 
result of personal friendship between the applicant and the 
agent and may therefore be thoroughly satisfactory, but in 
the absence of satisfactory explanations it is better to refuse 
all business of this class, rather than run the risk of accepting 
some speculative cases. We can never be sure that we are 
acting on thoroughly reliable information. 

It is exceedingly difficult in many instances to absolutely 
satisfy ourselves that the moral hazard is such as to justify 
us in declining the application outright, and it is wrethodof 
especially hard to convince the agent that a case Handling 
apparently of good average as far as the medical Doubtful 
examination, family and personal history are con- Cases 
cerned shall not be granted assurance. Still we should not 
permit ourselves to be unduly influenced against our better 
judgment. A satisfactory method of endeavoring to eliminate 
or at least to minimize the risk of adverse selection in such cases 
is to offer the applicant a short-term endowment policy. If he 
can be persuaded to pay the higher premium on the strength 
of personally deriving benefit from the policy in the event of 
his surviving the endowment period, his willingness to do so 
can reasonably be accepted as evidence of good faith on his 
part. If the death benefit is what particularly appeals to 
him, he will probably refuse the policy in the hope that he will 
yet succeed in obtaining the plan he desires from some other 
company. 

As against this practice it might be argued that in Class 3 
of the Specialized Investigation, which comprises cases in 
which a different form of policy was issued from that applied 
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for, the mortality was unsatisfactory. The experience shows 
a ratio of 119.6% of the expected during the first five years of 
assurance, and 107.6% thereafter. Such a contention would 
not be justified, however, without further knowledge of the 
reasons for the changes of plan. Asa matter of fact, it has 
been quite a common practice among American Companies to 
change the plan and grant endowment assurances to certain 
classes of somewhat impaired lives, and Class 3 probably 
consists largely of such cases. If the types of impairment 
treated in this way are those under which a heavy mortality 
is anticipated at the outset, decreasing thereafter, as for in- 
stance in the case of an applicant with a consumptive family 
history, combined with light weight or other unfavorable 
features, the experience of Class 3 is merely what we would 
naturally expect. Cases changed to the endowment plan 
solely because of a suspicion regarding the moral hazard 
would probably show quite a different mortality. 

There are other unfavorable features to which attention 
might be called, but I have merely endeavored to bring 
to your notice some of the most important. In estimating the 
value of a risk there is probably no factor more difficult to 
determine than that of moral hazard. There is probably 
none where actual experience counts for so much or where the 
exercise of sound judgment is more needed. The suggestions 
offered will, I trust, serve to emphasize the importance of 
adverse selection and may prove of some value, especially to 
those who are connected with some of the smaller companies. 
During recent years a vast number of new companies have 
sprung into existence and such institutions are particularly 
liable to be imposed upon. They have not the benefit of 
long-time experience on the part of their medical referees, 
nor have they the same opportunities of obtaining information 
regarding doubtful risks as their older competitors. Then 
again, in the struggle for business, a tendency towards undue 
leniency in selection is natural. Some young companies also 
labor under the delusion that as all their business is compara- 
tively new they can afford to be more liberal and still maintain 
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a low death-rate, but, as a matter of fact, losses which would 
have little effect on the general mortality of an old company 
with a large volume of existing business might even prove 
disastrous in their case. 

The importance of adopting every precaution to guard 
against risks of a purely fraudulent nature should be realized 
by all companies in these days when the incontestible clause 
has been made so liberal. It is generally understood that 
fraud will vitiate a contract at any time, but there is a danger 
of the courts ruling otherwise after the incontestible period 
has expired, and furthermore most companies would hesitate 
to contest a claim under such circumstances from the fear of 
the bad effect it might have upon their business. The wise 
course is to endeavor to avoid all disputes in the settlement 
of claims by eliminating the undesirable lives at the outset, 
even if an occasional good risk may be lost through the adop- 
tion of somewhat stringent rules. 


DISCUSSION 


Dr. Wilkins—Gentlemen, this very interesting paper is 
now before you for discussion. Mr. Hunter, Actuary of the 
New York Life Insurance Company, has kindly consented to 
be present and open the discussion. We are very glad now 
to hear from Mr. Hunter. 

Mr. Hunter—As I have not had an opportunity to read Mr. 
Wood’s paper, I shall only refer to one phase of it which he has 
discussed, viz., the mortality among women. I hold the 
heterodox view that if women are insured under proper 
precautions, a better mortality will be obtained than among 
men. In my paper, to which Mr. Wood was good enough to 
refer, I showed that under certain conditions the mortality 
was poor, and on exactly the lines forecasted, but it was on 
the other hand very satisfactory under endowment insurance 
among young, self-supporting women. The point which I 
tried to emphasize in the paper was this: When the New York 
Life insured a few women who sought insurance, charging 
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them with an extra premium, the mortality was distinctly high 
in the early policy years, but when they instructed their 
agents to go broadcast and seek insurance on women, they 
experienced a mortality as good as among men. The keynote 
seems to be—are the women seeking insurance or are the 
agents persuading them to apply for it? I do not wish to be 
understood as favoring the issuance of policies indiscrim- 
inately to women, as great care must be taken to eliminate 
speculation. A few years ago it was considered to come under 
the heading of speculative hazard, if a married woman applied 
for insurance; but to-day some of us believe that married 
women may be safely insured for the benefit of their children, 
provided the amount is distinctly less than the husband 
carries. I believe that a married woman has the right to 
protect her children, not only from her own estate, but out of 
the savings from the household allowance. At the discussion 
of my paper at the Actuarial Society meeting, it was shown 
that most of the companies had changed their view-point on 
women and were generally insuring them much more freely 
than in the past. 

Dr. Rogers—Mr. President: I can add nothing to the 
subject matter of the very excellent paper that Mr. Wood 
has been good enough to read to us, but I wish to emphasize, 
a—to me—most significant feature of his visit, namely, that 
the Medical Directors’ Association should have the honor of 
receiving and listening to a paper from this distinguished 
member of the Actuarial Society. It is along the line of 
progress. It shows the trend of the efforts that we have been 
making during the past years in the work of our Society, to 
bring the Medical Directors’ Association and the Actuarial 
Society together from time to time to confer on subjects of 
common interest to both. I know of nothing that is more 
deplorable in the conduct of Life Insurance work than that the 
Actuary and the Medical Director should work apart. The 
two branches of Life Insurance work are so closely tied together 
that until Medical Directors and Actuaries come to think 
alike and use a language common to both, Life Insurance will 
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never progress as it should; while on the other hand, if we can 
have from year to year discussions on the actuarial aspect of 
the work, along lines similar to those of this excellent paper, 
we shall come constantly closer and closer into touch with 
actuarial work, and I can imagine the time when we Medical 
Directors shall be prepared to discuss intelligently the validity 
of Life Tables, to look with critical eye at the work that our 
actuarial brethren are doing in Life Insurance and perhaps 
criticise them as they have in the past criticised us. I believe 
that the reason for their criticism of us has been that they have 
not looked at our work fairly because they have not caught the 
medical point of view. In the same way, a good deal of our 
work has been faulty because we have not looked at it from 
the actuarial point of view. These reasons, above all else, 
lead me to express my deep appreciation of the paper and my 
thanks to Mr. Wood for having come before this Society to 
give this excellent paper. 

Dr. Dwight—Mr. President: I do not know that I have 
anything to say after Dr. Rogers’ statement. I am sure that 
there is no part of our work which seems to me so important 
at this time as the broadening of the point of view, particu- 
larly along actuarial lines. I am sure that every one of us 
who are fortunate enough to be associated with individual 
Actuaries at their best and the Actuarial Society as represented 
by its Committees, have a growing appreciation of the value 
of their work and their point of view, to us as Medical Direc- 
tors. 

It has been one of the pleasantest parts of my work during 
the past two or three years—the association with the Actuar- 
ial Society and the gentlemen whom they have appointed to 
represent them on the Committee, and as I suggested the 
other day, the one thing above all others for which your 
Committee has the right, I think, to demand appreciation 
from the Association, is what little we have done to bring 
together the Actuarial Society and the Medical Directors’ 
Association. 

I am sure that everyone of us has listened with a great deal 
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of interest to Mr. Wood’s paper. It was not only actuarial, 
but it was common-sense, and one of the things which I have 
been surprised at in my work for the past two or three years 
with the Actuaries, is the astonishing amount of common- 
sense they show at times! 

There are several points which Mr. Wood brought out with 
which the experience of my Company at least is entirely in 
accord. I could only speak from memory, and I shall not take 
your time to go into it very much. One or two points I 
should like to speak of, simply to re-enforce his statements 
from our experience. 

First, in regard to the insurance of women,—of course the 
Company’s experience, as he very truly said, would depend 
almost entirely upon the method of their selection, and with 
the Company which I represent, our selection of married 
women has been extremely severe—that is along the lines of 
insurable interest. It has been very difficult for a married 
woman to obtain insurance in the New England Mutual, and 
purely on account of insurable interest. It has been up to 
them to demonstrate and prove this beyond a reasonable 
doubt. We have been taking unmarried women who are self- 
supporting, mostly young women, very freely, and we have 
taken them for a good many years. We have taken widows 
quite freely, excepting where they were insured in favor of 
children on whom they might be dependent—of course purely 
the question of insurable interest. Our results agree almost 
exactly with Mr. Wood’s statements and with Mr. Hunter’s. 
Most of the young, unmarried women have been insured on 
the Endowment Forms, they have been selected by the agents. 
Our agents have gone out after them. The married women 
have to a large extent applied for insurance, or they have come 
to the agents in connection with insurance on the husbands’ 
lives. Our experience, for a period of some sixty years, gave 
us an average mortality of about 74% of the American Table. 
During that same period our experience with unmarried 
women was 56% or 57% —I have forgotten exactly the figure. 
Our experience with married women, carefully selected as they 
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were and comparatively few in number, was 80% of the Table, 
and our experience with widows was exactly the same as that 
with married women, 80%. I suppose that that increase is 
largely due to two factors,—one the question of insurable 
interest—I do not know whether you call it moral or financial 
hazard; and the other the fact—and in this we differ a little 
from Mr. Wood’s suggestion—that our experience with young 
entrants has as a whole been very much better than it is with 
old entrants. Our best experience in the history of the Com- 
pany has been in the early ages, with an average mortality of 
74%. Our experience with applicants, attained ages at 20 to 
25 is about 50% of the Table, while at age 50 or beyond, at 
attained ages, it ran well up into the 80’s and 90’s. I suppose 
a part of our favorable mortality with unmarried women was 
their youth; a second part was on account of their choice of 
Endowment Policies, and a third, that as a rule there was no 
question of insurable interest. 

It seems to me that one of the great gains which we have 
made in the last four or five years has been the bringing 
together of the Actuaries and Medical Directors, and one of 
the most valuable features of all, I am sure, is our meeting 
with the Actuaries from the various Companies, as they appear 
before us. I hope that our incoming President will follow the 
good example which has been set for a period of years. 

I want to thank you, Mr. President, for the opportunity of 
saying a word of appreciation, and Mr. Wood for his paper. 

Dr. Symonds—TI liked to hear Mr. Wood’s paper. I think 
we owe him a debt of gratitude for bringing out so clearly the 
individual points in adverse selection. 

With reference to the point, concerning business from 
outside sources, I would like to ask whether he based this on 
actual figures or merely on suspicion. You speak of the 
adverse selection of risks, Mr. Wood, which are brought into 
the Company from agents of other companies or which seek 
insurance themselves. Is that based on actual figures? 

Mr. Wood—I could not give you any actual figures, but it is 
based on our impressions regarding cases which we have 











462 Twenty-Second Annual Meeting 


accepted of that kind, probably not a large enough number to 
be able to give you any actual figures on them, but we have 
had a number of very nasty death claims in connection with 
cases of that kind. 

Dr. Symonds—It sounds entirely reasonable, and I merely 
wanted to know. It sounds very probable,—the fact that an 
agent of one Company knows the rules of that Company and 
knows the risk will not be acceptable, and therefore brings it 
to another Company through another broker—that this is a 
factor against the risk sounds very reasonable. 

Dr. Wilkins—I might mention that so deeply impressed 
were we with the unfavorable nature of these risks that I have 
given special instructions that in all cases that come from out- 
side sources, definite inquiry should be made as to the character 
of the risks, much more severe inquiry than in other cases. 

Dr. Symonds—With regard to women, it was my privilege 
a few years ago to look over our own results on women. For 
some years we have been taking them rather freely and the 
speculative element in the selection of women risks is very 
great. Taking spinsters, for instance, the average was good, 
but the young spinsters suffered very considerably, below 25 
years of age,—the mortality was very much higher than it 
should have been, and I think there were two factors. Of 
course the factor of speculation perhaps figured, and it also 
struck me it might be due somewhat to the fault of the Medical 
Examiner in making proper examination of that class, because 
we found tuberculosis rather common among the death 
claims. 

Widows, on the other hand, were good, excepting the old 
ones. The elderly ones, around 50, suffered undoubtedly 
from the fact that the grown-up children were insuring them 
as a precautionary measure. Married women who insured 
in favor of their children were pretty good risks. Married 
women who insured in favor of their husbands were hopelessly 
bad. But in studying the whole question of married women, 
I came to the conclusion that pregnancy and parturition are a 
very small factor, and three years ago we removed our restric- 
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tions on pregnancy and parturition, and I have had no occasion 
to regret it. Ifa married woman has had a successful labor, 
there is no reason why she should not be taken freely without 
any further trouble, and I think that the question of an extra 
for pregnancy is one that can almost be disregarded, provided 
the speculative element can be eliminated. 

I think we owe a great deal to Mr. Wood for the careful way 
in which he has summarized the details of this adverse selec- 
tion. 

Dr. Dwight—I told Dr. Symonds that I could answer some- 
thing of his questions as to the influence of brokerage business 
on others. He suggests that other gentlemen may be interested. 

We have made two somewhat incomplete investigations 
along that line. In the City of New York, we have one 
general agency where at least three-fourths of the business is 
brokerage and has been brokerage for some time. The rest 
of the business is ordinary business, part personal selection 
by the general agent, but most of it from his regular agents. 
I mention this, because I honestly believe that there is no 
difference in the character of the general agents. I do not 
believe that one of them is trying to run through bad risks any 
more than the other. The second class is almost entirely 
business obtained by fairly carefully selected agents—prac- 
tically no brokerage business. And the third that I have in 
mind is business which is obtained on the personal selection of 
a careful general agent who has practically no sub-agents. 

Our average mortality for New York City, extending over a 
period of years, has been a shade over 90% of the American 
Table. Our average percentage of declinations for the Com- 
pany during this same period of years was about 10% or a 
little under. 

On the business done by the brokerage agents, we have for 
the past five years had a percentage of declinations running 
over 25%—some months 40% and some months 18%, aver- 
aging over 25%. The business done by local agents, fairly 
carefully selected among the same type of people has been 
about 15% or 16%. 
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Our general average mortality was 43% of the American 
Table during that six years. The mortality on that brokerage 
business—numerical mortality—was something over 50%; 
and our financial mortality was something about 90%. Our 
mortality on the business selected by the regular agents was 
40% as against 43% for the general average of the Company. 

Now there you have a nearly double percentage of declina- 
tions combined with a more than double mortality on the 
cases that we did take after selection. 

Mr. Wood, in closing the discussion—Mr. President and 
Gentlemen: I do not wish to take up any time now. I know 
you have some very interesting work to proceed with, but I 
very much appreciate the kind remarks that have been made 
in regard to the paper. I might say that my object was not 
so much to bring out anything particularly new, but rather to 
bring together under one heading a number of what we con- 
sider exceedingly important points which should constantly 
be kept before us in connection with the selection of risks. 

I have been particularly impressed with the remarks of Dr. 
Dwight just now in reference to the brokerage cases, because 
that bears out and confirms the opinions we have had in regard 
to that class of business. 

In regard to married women, I might say that of course we 
have to be particularly careful in different sections of the 
-.country. Now in the Province of Quebec, I think all companies 
doing business there know that the risk with regard to married 
women is probably much more serious than in any other sec- 
tions of the country,—in fact our own Company has never in 
its history issued policies on the lives of married women in the 
Province of Quebec (French Canadians) except on the Endow- 
ment Plan. We have absolutely discriminated against them, 
and I think justly. 

Mr. Hunter—Is that experience, or impression? 

Mr. Wood—Not our own experience, but the experiences of 
other companies, who thoroughly confirm the position we 
take. We feel that this business is not good. Formerly we 
did not take married women in the Province of Quebec at all 
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but about ten years ago we decided to take them on the 
Twenty Year Endowment Plan, and we have done a consider- 
able amount of business on the Endowment Plan among mar- 
ried women, and that mortality has been decidedly favorable, 
in fact it has been as favorable as the average mortality of the 
Company, and it impresses upon us the effectiveness of the 
plan of insurance in connection with any class of lives where 
we have reason to be particularly doubtful as to the element 
of adverse selection. 

I wish to thank Dr. Rogers and the others for the very kind 
remarks which they have made, and I wish to endorse every- 
thing they have said in regard;to the'advantages of bringing the 
actuaries and the medical men into more close contact. We 
have evidence now, or will have when Mr. Hunter speaks, of 
some of the advantages which have accrued from this intimate 
association. 

I assure you that I esteem it an honor to be asked to read 
a paper before this body, and it has been a pleasure for me to 
be able to do so. 


Mr. Hunter then presented a verbal and informal 
report concerning the progress of the work done by 
the Joint Committee on Collective Investigation. 

It was moved and carried that Mr. Hunter be 
tendered a vote of thanks for his report, and an 
expression of appreciation of the trouble he is taking 
‘in connection with this investigation. 

Dr. T. F. McMahon then read the following paper, 
entitled: 
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THE USE OF ALCOHOL AND THE LIFE INSURANCE 
RISK. 


By T. F. McManon, M.D. 


There is no subject with which the medical referee has to 
deal that involves so much trouble and uncertainty as that 
connected with the drinking habits of the applicant. For 
many reasons it is impossible to get the truth even from appli- 
cants whose statements can be received with confidence in all 
other respects. 

It is not my purpose to contend that the strictly moderate 
user of alcoholic beverages is to any appreciable extent a less 
desirable risk than a total abstainer. A man may drink a 
glass or two of wine or beer a day, without rendering him a less 
desirable risk than a total abstainer. But we cannot deny 
that an abstainer is less likely to later become an immoderate 
user than one who habitually uses alcoholic drinks in modera- 
tion. He is less exposed to the temptations of the club, the 
bar-room, and the sideboard, and there is less danger of his 
contracting vicious habits. We know how difficult it is to 
draw the line between immoderation and excess. We are all 
familiar with the man who prides himself on his moderation, 
and would be much hurt at the suggestion that his daily con- 
sumption exceeds the limits of safety, and yet is in the habit of 
taking half a dozen or more drinks a day. He does not like to 
be questioned as to the exact number of drinks he takes, and if 
the examiner is conscientious and tries to get accurate infor- 
mation it is resented, and the applicant is apt to carry the 
business to another company. Bitter complaints follow from 
the agent, and the examiner is likely to be supplanted by some 
one less likely to give offense. 

The applicant is usually unknown to the examiner, and even 
the ablest examiner cannot always distinguish moderate from 
immoderate drinkers. Thus it comes about that every com- 
pany carries risks in large numbers, on men who habitually 
or occasionally drink to excess. 
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We mentally classify risks, according to drinking habits, 
somewhat after this scheme: 

(a) Total abstainers. 

(b) Strictly moderate drinkers. 

(c) Those claiming or believing themselves to be moderate 
drinkers who, nevertheless, use alcohol in such 
amounts as to render themselves less desirable as 
risks than classes (a) and (0). 

(d) Immoderate drinkers. 

In my opinion the only safe way to deal with immoderate 
drinkers is to reject them. If we attempt to meet the danger 
by giving short term endowments and imposing liens, our ex- 
perience will not be satisfactory, for the reason that, as a rule, 
only the bad ones will accept such policies, whilst the less 
undesirable will refuse to accept them. 

No matter what care we take, a large number who properly 
are graded in Class (c) will get on our books. We can hope to 
keep down the number only by maintaining a high standard 
in our agents and medical examiners, and by securing reports 
on habits from reliable and disinterested sources. 

But if there is to be any classification of the assured along 
this line, the only practicable one is into: 

(1) Abstainers. 

(2) Non-abstainers. 

If the life expectancy of the average abstainer is higher than 
that of the average drinker, who does not drink in such 
amounts as to make him uninsurable, it is surely only just 
that abstainers should be separately classified, so that they 
may enjoy a lower rate on non-participating policies, and 
share in the greater profits accruing upon the lives of the 
abstainers in the participating class. 

In the year 1840, a certain Robert Warner, a member of the 
Society of Friends, and a total abstainer, applied for a policy 
on his life. The directors of the company to which he applied 
would grant him a policy only on the condition that he paid 
ten per cent more than the ordinary premium, because they 
looked upon him ‘‘as thin and watery, and as mentally cranked, 
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in that he repudiated the good creatures of God, as found in 
alcoholic drinks.’’ He refused to accept the policy thus 
loaded, and he and his friends banded themselves together, 
and founded what is now known as the United Kingdom 
Temperance and General Provident Institution. Warner 
took the first policy, and died at the ripe age of eighty-two 
years. This was the first company formed to insure the lives 
of total abstainers. The business at first restricted to abstain- 
ers was, in 1848, extended to non-abstainers, in a separate 
section. 

The following table shows their mortality experience, under 
ordinary whole life policies, for the forty-five years, 1866 to 
1910, in five-year periods: 


MORTALITY EXPERIENCE UNDER ORDINARY WHOLE LIFE 
POLICIES. 1866-1910. 45 YEARS IN 5-YEAR PERIODS. 





Temperance Section General Section 
Expected Claims Actual Claims|Expected Claims Actual Claims 
Years No. Amount No. Amount] No. Amount No. Amount 





1866-70} 549 |£100,446|411 | £72,676] 1008 | £196,352] 944 |£230,297 
1871-75| 723 | 139,819|511 :97,773| 1266 | 257,450) 1330} 255,062 
1876-80] 933 | 193,748/651 126,142] 1485] 311,326] 1480] 322,644 
1881-85] 1179 | 268,272/835 | 168,003] 1670| 367,214] 1530| 327,100 
1886-90} 1472 | 359,061|I1I105| 259,114] 1846] 429,046] 1750] 388,913 
1891-95] 1686 | 430,211|1203| 278,815] 1958 | 476,558) 1953 462,201 
1896-00| 1900 | 505,332|1402| 370,374) 2058 | 535,686) 1863| 477,145 
IQOI-O5| 2021 | 574,144|1456| 378,487) 2221 | 613,207) 1961 | 522,820 
1906-10] 2291 | 739,414|1504| 441,838) 2282 | 681,932] 1900] 544,946 








Total: 
45 years |12,754 |3,310,447 |8,988|2,193,222/15,794/3,868,771|14,711|3,531,128 


























£1=$4.86 $16,088,772 $10,659,059 $18,802,227 $17,161,282 





The following are the percentages of actual to expected 
losses both as to number and amount: 
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Section and Percentage of No. Section and Percentage of Amt. 
Years Temp. Gen. Temp. Gen. 
1866-70 74.86 93-65 72.35 117.28 
1871-75 70.68 102.60 69.92 99.07 
1876-80 69.77 99.73 65.10 103.63 
1881-85 70.82 gI.61 62.62 89.07 
1886-90 68.95 94.79 72.08 90.64 
1891-95 71.35 99-74 64.81 96.98 
1896-00 73:79 90.52 73-29 89.07 
I9Q0I-05 72.04 88.29 65.92 85.26 
1906-10 65.21 83.26 59-75 79.91 
Average 70.47 93-14 66.25 91.27 

















It will thus be seen that during the forty-five years from 
1866 to 1910, inclusive, the number of expected claims from 
deaths was 12,754 in the temperance section, and 15,794 in 
the general section, whilst the actual number of deaths was 
8,988 in the temperance section, and 14,711 in the general 
section. In other words, the percentage of actual to expected 
deaths in the temperance section was 70.47, whilst in the 
general section it was 93.14. 

The ratio of actual to expected losses as to amount was 
66.25% in the temperance section, and 91.27% in the general 
section. 

The mortality saving in the temperance section was, there- 
fore, 3,766 lives during the forty years. In the general section, 
with larger business, it was only 1,083 lives. 

If the loss ratio had been as high in the temperance section 
as it was in the general section, the mortality saving would 
have been only 875 lives, instead of 3,766 lives. 

If the loss ratio in the general section had been as low as in 
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the temperance section, the mortality saving would have been 
4,664 lives. 

The total saving from death losses being lower than the 
mortality tables called for, was 4,849 lives in the two sections. 
With the same loss rate in both sections that was experienced 
in the general section, the mortality saving would have been 
only 1,958 lives. On the other hand, it would have been 8,615 
lives if the loss rate had been the same in both sections that it 
was in the temperance section. The ratio of mortality saving 
was on the average 4.3 times as great in the temperance section 
as in the general section 

In the forty-five years with a mortality in the whole business 
such as was experienced in the general section, the total savings 
would have been only $3,045,495, but with a mortality in the 
whole business such as was experienced in the temperance 
section, the savings would have been $11,775,465. The total 
actual mortality saving in the whole business was $7,070,658. 
The shortage in the general section on account of its less 
favorable mortality was $11,775,465 — 7,070,658 = $4,704,807. 

The Abstainers and General Insurance Company of Birming- 
ham, England, published the following table compiled by its 
actuary, with its annual report for 1910—27 years (1884-1910). 











Years of Life | Deaths ‘‘ Expected” Ratio of Actual 

Age under under the Hm Table | Actual | to “Expected” 
Observation | Ins. of Actuaries | Deaths Deaths 
10 to 24 14,116 87.7 34 38.8 
25 to 34 46,500 352.3 131 37.2 
35 to 44 39,645 398.2 134 33-7 
45 to 54 20,561 311.0 142 45-7 
55 to 64 6,966 189.9 106 55-8 
65 to 87 1,752 112.8 82 72.7 
Total 129,540 1451.9 629 43-3 

















The Sceptre Life Association published the following table 
with its latest annual report: 
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General Section Abstainers’ Section 





Expected | Actual Expected | Actual 
Deaths |Deaths 7 Deaths | deaths % 





5 years 1884-1888 466 368 79.00 195 110 | 56.41 
5 years 1889-1893 564 466 82.62 312 184 | 58.97 
5 years 1894-1898 628 498 79.30 419 228 | 54.42 
5 years 1899-1903 712 548 76.97 514 270 | 52-53 
5 years 1904-1908 709 573 | 80.82 607 294 | 48.43 
2 years 1909-1910 273 221 80.95 264 128 | 48.48 





Total 27 years | 3,352 | 2,674] 79.77| 2,311 | 1,214] 52.53 























The latest published experience of the Scottish Temperance 
Life is as follows: (25 years—1883-1907.) 

















Abstainers’ Section General Section 
: Expected | Actual -_ | Expected | Actual : 
Period Claims | Claims} 84° |" Claims | claims | Rtio 
1883 to 1887 43 15 5% II 7 | 62% 
1888 to 1892 159 79 > ? 49 33 | 68 
1893 to 1897 290 138 | 48 95 67 | 70 
1898 to 1902 444 188 | 42 164 ti6 | 72 
1903 to 1907 609 298 | 49 223 123 | 55 
1,545 718 | 46% | 542 348 | 64% 























An interesting result is obtained by combining the figures 
of the Sceptre Life and the Scottish Temperance Life for a 
twenty-five year period. It shows that during that period 
the two companies had a loss expectation of 3621 lives in their 
general sections, and 3592 in their abstainers’ sections with 
actual losses of 2801 in their general sections, and 1804 in 
their abstainers’ sections. That is they expected twenty-nine 
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more losses in their general sections than in their abstainers’, 
and had actually 997 more losses. 

In the ten-year period from thirtieth of September, 1900, to 
thirtieth of September, 1910, the mortality experience of the 
Australasian Temperance and General Life Assurance Society 
was as follows: 








Expected | Actual | Percentage of Actual Gen. % 
Claims | Claims to Expected of Abs. 
Temperance 
Section [$591,569 |$278,497 47.1 
General 
Section 303,322 | 229,572 75-7 160.7 

















In the first five years of the ten-year period under considera- 
tion the percentages of actual to expected losses were 50.1 per 
cent. in the abstainers’ section, and 81.4 in the general section, 
while in the last five years the percentages were 44.8 and 70.8, 
respectively. 

The Manufacturers’ Life with which I am connected officially 
has shown a remarkably low death rate amongst total abstain- 
ers. 

The experience of the Manufacturers’ Life has been as fol- 
lows, in its Canadian business for the last nine years, 1902 to 
1910, inclusive: 





Mortality Percentage of Expected 


Year 
Gen. Sec. 
Abs. Sec. | Gen. Sec. | o of Abs. Sec. 











1902 36.9 67.5 184.4 

1903 37-4 71.1 190.2 } 

1904 42.5 61.9 145.7 Abstainers’ average, 36.90% 
1905 37-3 78.1 200.8 General i: 65.75 
1906 35-9 56.6 160.0 Gen. %ofAbs., 178.89 
1907 39.0 72.7 186.4 

1908 38.2 82.1 214.9 

1909 34.6 51.1 147-5 











30.3 167.4 
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This experience is that of the last nine of the first twenty- 
five years of the Company’s business. It was even more 
favorable to total abstainers in the earlier years. 

What is more significant than anything else is the fact that a 
critical examination of the experience of every company, 
separately classifying its risks, reveals the fact that in every 
year and at all ages, wherever a considerable number of lives 
are under observation, mortality is much lower amongst 
abstainers than it is amongst non-abstainers. 

This is being recognized more and more by the British 
Companies several of which, while they do not maintain 
abstainers’ sections, guarantee a permanently lower rate of 
premium. 


DISCUSSION 


Dr. Wilkins—I am sure there is not a more troublesome 
question to the Medical Director than this one of habits, and 
I know it will bear a good deal of discussion. 

Dr. Dwight—I have made out some figures in the experience 
of our Company which I think may be worth while calling to 
your attention. I am sure that we have all been interested in 
the figures that have been given, and I am sure that there can 
be no question as to the accuracy of such figures, but I am 
equally sure that if such figures are published without some 
qualification, they are apt to give a false impression, and they 
are apt to be accepted by certain portions of the community 
at an unfair valuation. Iam sure that most of you gentlemen 
appreciate the importance of having your classes homogen- 
eous, and this particular investigation shows, I think, the 
value. There are many more factors, I think, than the one 
question as to whether an individual drinks or not, which 
should be taken into consideration. I imagine the mortality 
of the total abstainer in the Presbyterian clergyman class and 
the total abstainer in the bartender class would be quite 
different, and included in these large groups are a great many 
cases which are influenced by habitat, other habits, occupation, 
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residence, type of life, and many other factors. I am not 
going to take up much of your time, but I have before me 
figures on habits in our Company for the past sixty years, both 
on liquor and tobacco. I bring them up to show two or three 
rather interesting points. In the first place, our figures on the 
habits as to the use of alcohol agree almost exactly with those 
which have been given us. We divide them into four classes. 
No man acknowledges, or very few men acknowledge, that 
they are excessive in the use of liquor. We divide them into 
the Total Abstainer, Rarely Use, Temperate, and Moderate. 
By “rarely use”” we mean the man who says that he perhaps 
twice a year at a dinner drinks two glasses of champagne. 
While we have reason to believe that this is an honest state- 
ment, it is not quite fair to say he is a total abstainer. Other- 
wise they are divided by the individual’s own statement,— 
in many instances incorrect. In many instances the total 
abstainer is a total abstainer because he has to be and has 
been advised to be, or he thinks it wiser to be, but take them 
as they run, we find the total abstainer with a mortality of 59% 
of the American Table—these are rough figures; Rarely Use, 
71%; Temperate, 84%; and Moderate, 125%. If we let these 
figures stand as they are, it is accumulative evidence to 
demonstrate that we ought all to stop drinking the next 
minute, and that we ought to divide our applicants into 
abstainers and non-abstainers; but let us see what the effect of 
tobacco is. We find that the total abstainer from tobacco has 
a mortality of 57% as against 59% when he is a total abstainer 
from alcohol; that the Rarely Use is 72% as against 71% from 
alcohol; that the Temperate is 84% as against 84% for 
alcohol; and that the Moderate is 93% as against 125% for 
alcohol. In other words, the mortality on the total abstainer 
from alcohol is almost absolutely the same as that on the total 
abstainer from tobacco. It may be said that a man is usually 
a total abstainer from both, but he is not necessarily so. It 
does mean, I think, that we are describing the same kind of 
groups, the same type of man, the same conservative type of 
man in the total abstainers from both kinds. Then to show 
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you the numbers—we find that out of 180,000 cards, 42,700 
were total abstainers from alcohol—at least they said they 
were—while the total abstainers from tobacco were 41,100— 
almost exactly the same number; 13,000 rarely used tobacco, 
while 20,000 rarely used alcohol. I only bring them up as 
they are, simply as a suggestion that before we accept all total 
abstainers on a different premium or before we talk very much 
about doing it, we had better be sure that it is all due to total 
abstinence from alcohol or tobacco, and we had better go a 
good deal further in our investigations in our attempt to make 
those groups homogeneous, before we here as an Association 
or as individuals, advocate very strongly the wide separation 
between total abstainers and those who rarely use. 

Dr. Grasett—I would like to say just a few words, Mr. 
President, not in connection with any of the statistics which 
have been brought forward, but regarding the difficulty which 
we experience in our own Company in bringing out the truth 
of what a man really takes. Statistics, you know, are very 
illuminating at times, but when you get them together, it is 
sometimes hard to arrive at the exact truth. So we have tried 
in our Company to find out exactly what every man takes, and 
if you class them as total abstainers, moderate drinkers, 
temperate drinkers, etc., every man has his own idea of what 
temperance is, so we have tried to get our Examiners to tell us 
what is the number of glasses a man takes a day and of what 
liquor, and also to qualify so far as he can, giving us all the 
information possible, because we believe that the greatest foe 
to successful Life Insurance is a man’s habits, and if it is 
difficult for the ordinary Examiner to report upon that great 
foe physically, viz., the heart, as we saw yesterday, many of 
the errors being due to mistakes in connection with the circu- 
latory system, so I believe that more errors can easily take 
place in connection with habits, and therefore we have tried to 
be very particular about that. 

Now in connection with the habits;—we never rely on 
friends’ reports. I do not think a friend’s report is worth the 
paper it is written on. There are very few men who will report 
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adversely on a friend, unless the history is a well known fact. 
Therefore if we could arrive at a true picture of what the man’s 
habits are, I think there would not be the slightest difficulty in 
deciding how to treat it. 

Dr. Emery—I would like to make a suggestion for statistics 
in the future, and that is to find out how much a man eats, for 
oftentimes it is much more important. A man who is an over- 
eater is not likely to live as long as some excessive drinkers. 
In other words, a man’s habits of eating, and whether he per- 
forms the daily functions of life regularly and properly, is 
what we should know, and if we can only know that, I think 
we would do a great deal more than we do now, and do more 
for our Companies. It is most important. The man who is 
known as a club-man, a free liver, is generally an early dier. 

Dr. McMahon, in closing the discussion—This paper was 
not at all intended as a moral lesson. All the statistics to 
which I have had access seem to point in one direction, that 
the total abstainer is a very much better life, other things 
being equal, than the moderate drinker. In our two sections 
in the Manufacturers’ Life—the Abstainers and the General, 
they are absolutely the same in every other respect. There 
is no choosing in the Abstainers—they are taken just as they 
come and a man is given the opportunity to insure in either 
section. The cost of course is rather less in the Abstainers’ 
section. And what Dr. Dwight has said about the influence 
of tobacco tallying so closely with these, is, I think, only what 
is to be expected because I find in our own experience the great 
majority of total abstainers are the men who use no tobacco 
either, while men who drink a good deal usually smoke a good 
deal. That is not always true, but as a general rule, I think 
we can assume that the excessive smokers are the men who 
drink a good deal. I do not wish to add anything more. I 
think the figures are of a good deal of significance and if I have 
succeeded in this paper in drawing the attention of the mem- 
bers to the fact that the total abstainer is a very much better 
risk than the drinker, I have attained my object. 

I wish to acknowledge my indebtedness to Mr. Henry 
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Sutherland, President of the Equity Life Insurance Company, 
of Toronto, for his assistance in obtaining these figures. 

Dr. Wilkins—I would like to ask Dr. McMahon if I am to 
understand that he gives abstainers policies at lower rates. 

Dr. McMahon—Yes, we do. 

Dr. Wilkins—And in case they become moderate drinkers 
have they to report it? 

Dr. McMahon—They are expected to do so. 

Dr. Wilkins—Is the policy valid if they do not? 

Dr. McMahon—We have no trouble on that score at all. 
Occasionally, a man will say—‘‘I wish to drink a little now’”’— 
and ask to be changed to the other section, but that is very 
rare. We had one case where the man was insured in the 
Abstainers’ Section, and we found after his death that he had 
been drinking. 


The tellers then reported and posted the results of 
the balloting for officers, as follows :— 


PRESIDENT 
BRANDRETH SYMONDS, M.D. 


VICE-PRESIDENT 
HARRY TOULMIN, M.D. 


SECOND VICE-PRESIDENT 
EDWARD K. ROOT, M.D. 


SECRETARY 
WM. EVELYN PORTER, M.D. 


TREASURER 
AUGUSTUS S. KNIGHT, M.D. 
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EXECUTIVE COMMITTEE 


F. C. WELLS, M.D. 
E. W. DWIGHT, M.D. 
R. L. BURRAGE, M.D. 


It was moved and carried that we offer a vote of 
thanks to Mr. Peabody, President of the Mutual 
Life Insurance Company, for the courteous enter- 
tainment afforded the Association during its meeting. 

There being no further unfinished business, the 
meeting adjourned, sine die. 

The Annual Dinner was held at the Columbia 
Yacht Club on the evening of October 4th, Dr. W. 
Evelyn Porter acting as Chairman of the Dinner 
Committee. The dinner was a Canadian event, in 
honor of the President, Dr. George Wilkins, who 
served as Toastmaster. The Club-House was decor- 
ated with the Canadian colors, and the festivities 
were opened with the singing of Canadian songs. The 
following members signified their intention of being 
present at the dinner: 


Dr. W. W. Beckett Dr. F. L. Grosvenor 


“A. W. Billings ‘“* Eugene M. Holden 

“ R. L. Burrage “ William G. Hutchinson 
‘“‘ Laurence D. Chapin ‘' W. A. Jaquith 

“ Clark W. Davis “ Arthur Jukes Johnson 

“ E. W. Dwight “ A. S. Knight 

“ Z. Taylor Emery “ E. R. Lampson 
“John W. Fisher ‘“’ R. L. Lounsberry 

“ Paul FitzGerald “ A. W. McClave 


‘““ Homer Gage “ T. F. McMahon 
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Dr. Charles F. Martin Dr. H. Cabell Tabb 


** Allison Maxwell “ Harry Toulmin 

“ Edwin M. Northcott ‘ F.C. Wells 

“ Ralph B. Ober ‘“‘ Frank Wells 

“« J. Bergen Ogden ‘““ F. S. Weisse 

“ H. A. Pardee “ C.F.S. Whitney 
“J. Allen Patton “McLeod C. Wilson 
“ W. Evelyn Porter “ George Wilkins 

“ Wyeth E. Ray ‘* Thomas H. Willard 
“* Edward K. Root “* Glenn Wood 

“ R. L. Rowley “A. B. Wright 
“A. L. Sherrill “ Frank S. Grant 


Mr. Arthur B. Wood, (guest) 
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